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Introduction 


This document, "Tolakari - A New Beginning" has grown out of Sama’s field-based initiatives 
in health and women's empowerment. Since its inception, Sama has been working closely 
with women, men and adolescent girls from tribal, dalit and minority communities in Uttar 
Pradesh, Andhra Pradesh, Bihar, Jharkhand and the north eastern states, in collaboration 
with community-based groups that are exploring new avenues of intervention, especially on 
health. Our perspective on Women and Health evolved from our association with the 
autonomous women's movement, which views health from a larger perspective, drawing 
linkages of women's well-being with issues not only specific to health, but with all those 
issues that affect people's lives, especially those of women. 


Sama gives immense credence to the effort and commitment with which community-based 
groups are struggling with basic survival issues amidst fragmentation, discrimination and 
lack of access to and control over resources, be it food, water, housing, education or 
healthcare. In the course of tirelessly working and dealing with these issues day after day, 
we recognise that the usual disease-doctor-drugs approach to health is not sufficient to 
alleviate the ever declining health situation of the people, especially that of marginalised and 
disadvantaged communities. There is a growing need to develop a broader understanding 
of health and initiate interventions that enable people to have greater control over their 
physical, social and political environments. 


When several such community-based groups voiced their concerns, we decided to initiate 
a series of training workshops to demystify the various issues surrounding health and 
enable health workers to explore the linkages between health and its crucial 
determinants. The aim was not to develop health workers who could ‘provide’ 
alternative health services to the people, but who would share the knowledge and 
understanding acquired during the training and facilitate local initiatives to bring about 
change that would in turn have a positive effect on health in the region. This training, we 
hoped, would also lay the foundation for a closer interaction and sharing, not only 
between the participants, but also between groups working with similar objectives 
elsewhere in the country. What emerged from these workshops and interactions is, to a 
large extent, what makes up this document. 


For us the entire experience was an exhilarating and enlightening one and each of us learnt 
a lot from the process and enjoyed every moment of the interaction. Our sense of satisfaction 
grew when we observed the impacts of small, but meaningful, interventions in the villages 
as a consequence of the training. We felt it was important to document this experience -the 
processes that emerged, the dynamics that were explored, and the models of the human 
body that were created. It was important to write about the debates, doubts and confusions 
that emerged as well as the wonderful relationships that developed. The aim was not only 
to share this knowledge with others, but also to make this experience available to groups 
that have often expressed the need for resource material that is innovative, informative, 
easily comprehensible and takes an in-depth look at health from a rights and gender 
perspective. 


Our partners 
This training was held in Andhra Pradesh, where, between 1997 and 1999, we worked 
closely with Girijana Deepika (GD), and CEAD with invaluable support from Yakshi! and 


Anthra?2. 


Girijana Deepika 

Girijana Deepika (GD) was established in 1989 as an independent tribal people's mass 
organisation. In the late eighties, a group of tribal youth, realising the limitations of the 
interventions made by NGOs and political parties, articulated the need for a forum to 
address issues concerning tribals. GD was therefore an expression of the tribal people's 
intent to struggle against oppressive forces, restructure the existing unequalpower relations 
and re-gain control over the natural resources . The group comprised of the Konda Reddy, 
Koya Dora and Konda Kammara tribes of the East Godavari tribal tracts. GD at the time of 
the training was active in 60 villages spread across 4 mandals of East Godavari district, 
Addateegala, Rajavomangi, Gangavaram and Y. Ramavaram. GD was involved with 
building people's awareness around critical issues like land, agriculture, forest and health 
with the objective of organising and planning necessary intervention strategies. The core 
activists of GD were young tribal men and women who were engaged in resolving conflicts 
that emerged as a result of the divide between ethnic identity and contemporary influences. 


Centre for Environment And Development (CEAD) 


Centre for Environment And Development (CEAD), a non-governmental organisation, 
focused on the development of disadvantaged sections of rural society, with the small 
marginal and landless labourers and backward castes. CEAD also works with truckers and 
commercial sex workers, fisherfolk, tribes and migrant workers. CEAD's vision for these 
peoples was to acquire an identity and live with dignity , through sustainable development. 
CEAD began its work in 1991, initially in 8 villages. At that time CEAD concentrated on 
development activities such as non-formal education, healthcare, livestock rearing, savings 
and credit and forest management in 15 villages of Nakkapally and Kotauratla mandals of 
Vishakhapatnam district. 


We wanted to collaborate with these groups because of the work they were doing and their 
enthusiasm to understand the larger debates on health. Moreover, the communities among 
which they worked had always been denied the services, facilities and opportunities that 
were available to people living in urban metropolises. Living in the forest region, far from 
the ‘developed’ world, amidst poverty, oppression and with their eae 
identities, these groups were historically neglected in the mainstream discourse. 


'Yakshi 

Yakshi was started in 1993 to strengthen and build the capacities of Adivasi peoples' organisations and movements 
to protect their rights and support their struggle for access and control over livelihood resources. To achieve its 
goals, Yakshi worked at conscientising the community to assert their right to self-rule and governance, by using 
various participatory and communication approaches. Theatre is a major focus as a means of education and 
communication. 

*Anthra 

In 1992, a team of women veterinary scientists started Anthra, an alternative resource, training, research and 
advocacy centre for bio-diversity based livestock production. Its work ranges from community-led action-research, 
training and capacity building, providing support to animal-health workers and traditional healers' forums, to 
publication, documentation and advocacy. 


The Document 


We hope that this document will be useful to groups that are actively working on health, 
especially women's health, towards achieving gender-sensitive, quality health care. It 
addresses groups who are attempting to integrate traditional knowledge and healing 
systems, while simultaneously addressing the larger factors that affect health. The emphasis 
throughout has been to generate an understanding of health from a gender perspective 
which is crucial for appropriate interventions. 


The initial chapters of the document deal with the larger determinants of health, poverty, 
gender, food and water. The subsequent chapter deals with health care services, and the last 
two chapters deal with the human body and adolescence. 


This document uses original names of the participants and the facilitators. It also includes 
the original quotes, photographs and personal experiences of the group. While publishing 
this document, we as facilitators were in a dilemma whether to include these. However, the 
participants felt that in order to reach out to people living in similar situations and to build 
a collective consciousness, it was important to document the lives of people and their 
opinions. One of the participants, Lakshmi, told us that she wanted her situation to be 
presented as a case study since it could help others in distress and guide them to cope with 
similar situations or problems. It is this courage and spirit and the strong voice of the 
participants that rings through the document which is what makes it so unique. 


We reiterate that this document owes a lot to the participants who gave us the strength and 
the assurance to continue to reach out to all those who have been ‘left behind’. Finally, we 
confess without hesitation that along with all the excitement and happiness that the process 
generated, we also went through a phase of helplessness, guilt and serious introspection 
when we, despite considerable effort and all our knowledge and understanding, could not 
save the life of our fellow participant Bhadraiya, who succumbed to cerebral malaria. He 
failed to receive the necessary medical care due to the lack of health infrastructure and 
services in his area. This incident made us pause and reflect about our work, our 
interventions and our future strategies. We dedicate this document to Bhadraiya, the 
quietest, most sensitive and committed among all of us. 


The training process 


The underlying ideology of this training process lies in the feminist discourse of health and 
a concomitant belief that health includes mental and physical well being of a person and 
that it is linked to the social, economic, political, cultural and environmental factors that the 
individual and community lives with. The goal of the training was to base itself in the 
subjective experiences of women and men and provide them the space to critically analyse 
their situation at the family and societal level. One of the goals of the training was to 
facilitate an understanding of the dialectical relationship between individuals and groups 
and to prioritise complementarities between the self and the collective. As the training 
process was designed on the participants’ experiences, it was imperative to have a 
consultative process in planning, designing, and organising the contents of the training. 


In the initial phase of designing the curriculum, we were confronted with the question - To 
what extent should we cover the biomedical aspects of health? We have ourselves been 
extremely critical of any perspective that tends to isolate a condition of ill health from its 
larger determinants and concentrates solely on a particular symptom or organ. We also felt 
uncomfortable about the standard methodology used in health education, which begins 
with the human body and its organs and moves on to diseases and treatments. However, 
after considerable thought and discussion on this matter, we concluded that we could not 
completely do away with the biomedical aspects. As health workers intervening in the larger 
structural realm, the participants would have to constantly deal with the medical institution 
and the public health system that understands no other language. We decided to include 
some of the basics related to the body, the biomedical explanations of common diseases in 
the area, their treatments, as well as some basic understanding about drugs and test 
procedures. 


Planning and Design Process 


An initial pre-training workshop with the groups/participants gave us a concrete 
understanding of the expectations of the participants from the training. At this workshop the 
objectives, content, logistics, design, etc. were collectively decided. 


The need to have a holistic understanding of health issues and plan holistic interventions 
was identified as a vital concern by the organisations and participants who felt the need to 
confront ill health and poor health care situations while struggling to strengthen local 
livelihoods and knowledge systems. 


We felt that it would be most effective to have multiple and ongoing sessions with the same 
group over a period of time rather than a one - time event to facilitate gradual learning 
which may have a greater impact. 


a. Objectives 


e To develop an overall perspective on health and its linkages with other socio-political 
processes. | 

e ‘To be trained as community health workers and gain an understanding of health 
including: 


= |'Women's and men's physiological health, especially reproductive health 
« Anunderstanding of the illnesses, immediate treatment of these illnesses through 
home based remedies along with an understanding of when to consult the formal 


health care system 
e To link the participating organisations with other groups working on health 


This workshop also provided an opportunity to clarify certain basic premises of the 
training that we as facilitators wanted to communicate to the groups and participants. The 
training was not meant for running parallel services in the area, but for providing 
information and skills to the community and enabling them to have access to and control 
over their health and resources. Thus the training was not intended to be limited to the 
health worker alone but also seen as an effective tool to reach out and initiate changes in 
the community. 


b. Design of the training process” ~ 


This was another area that formed the focus of the pre-training discussions. It was obvious 
that the vast content and intense discussions required would necessitate long residential 
workshops. To arrive upon a mutually agreeable design, the following questions were taken 
into consideration: 


How should the training be held? 

What would be the optimal period for a one-time workshop? 

For how long can men and women stay leaving their families and livestock behind? 

A majority of the participants were agricultural labourers and worked as volunteers in 
their respective organisations? Would it be possible for them to forego work and 
therefore wages for so many days? 

e Can the organisations afford to spare them for a month? 


The organisations and the participants felt that it would be more convenient if the training 
could be conducted in phases - through workshops for 6 to 7 days with intervals of 40 to 50 
days, except during the agricultural season when the interval period would be about 2 
months. Initially we planned eight workshops, which were later extended to thirteen since 
the participants wanted to explore ; 2 

additional issues like HIV/AIDS, 
Sexually Transmitted Infections 
(STIs), abortion and certain specific 
health problems among men. The 
last two workshops were devoted to 
review and evaluation of the training 
process and planning for future , 
interventions. 


In addition to the ongoing periodic 
visits to the field, at the end of the 
training process, visits were made to 
each participant's village. This 
interaction with the community 
along with the area health facilitator 


was to understand how the community perceived the information that was being shared 
with them regularly by the trained health facilitators as well as to assess the state of the 
interventions that had been implemented as a result of the training. 


c. The content of the training 


Since the aim was to ensure that the needs of the participants were articulated and met, the 
training contents were kept flexible to accommodate the interests of the participants. 


At the outset, we shared with the participants and the core members of the organisations a 
framework of the training contents with details of what each session would include. Health 
issues were prioritised according to the felt needs of the participants with the inter linkages 
worked out. 


The entire training was divided into thirteen workshops. The first four workshops focused 
on clarifying concepts, and introducing the debates on health. The focus was on providing 
a holistic perspective on health and gender and establishing its relation to physical and 
social access to healthcare services and its linkages with the underlying determinants of 
food, water, physical and social environment. The subsequent three workshops focused on 
the functioning of the human body, illnesses and treatments. This was followed by 
discussions on communicable diseases like TB, malaria as they were prevalent in the region. 
The last six workshops dealt with sexual and reproductive health and rights. The focus in 
these was on adolescent health, menstruation, pregnancy, abortion, contraception, RTIs, 
STIs, and HIV/ AIDS, issues which women and men often do not have the space and the 
environment to discuss freely. 


The training curriculum was designed specifically keeping in mind the context and 
participants’ knowledge levels. The sessions were planned in advance and the materials 
required were collected. Some materials were however prepared during the sessions as part 
of skill development. Each session had two distinct parts. The first part was to recap what had 
been discussed in the previous session, to review the home assignments, the surveys and the 
feedback and to spend some time reflecting on the learning acquired from the previous 
session. The second part focused on the in-depth understanding of a particular issue. 


d. Methods and Activities 


i. Creative/Interactive training methods 

The attempt throughout the training was to create an environment for participatory learning, 
based on informal discussions and interactions along with role-plays, visuals and games. To 
sustain the interest of the participants we used different methods at various stages: 


Role plays, films 

Focus Group Discussions, semi structured interviews 

Surveys 

Lectures, case studies, stories 

REFLECT (Regenerated Freirian Literacy through Empowering Community 
Techniques), 

e Participatory Rural Appraisal (PRA) techniques 


Each activity within the training was 
structured around a process of collective 
learning to which the participants would bring 
their own _ experiences, understanding, 
knowledge and skills. Participatory methods 
such as group and individual drawing and 
mapping were introduced in order to elicit 
wider participation, initiate discussion, and 
encourage analysis. In an attempt to turn away 
from conventional biology textbooks and make 
comprehension relatively simpler and more 
interesting, participants were encouraged to 
construct visual models depicting the various 
systems of the ody through the creative use of materials such as charts, cardboard, colours, 
tubes, cotton wool, threads and anything that they could use imaginatively. 


Developing these new learning strategies was born out of a clear need to equip the 
participants with creative techniques, to enable them to translate their learning into practice 
as health workers in their villages. Relaxation and stimulation activities were also included 
which contributed to the success of the training. 


ii. Learning through experience 

Discussions on health were primarily based on both the experiences of: participants and 
facilitators. This approach enabled the participants to build on their existing knowledge 
system and relate to larger debates on health. This also helped to recognise the different 
experiences and needs of men and women. Each participant's experiences became the focal 
point of training, as they were encouraged to narrate their experiences or share their 
thoughts around specific issues. In reclaiming the value of their own experiences, men and 
women also became confident about expressing their views and perceptions. This process 
also helped the participants to focus on their needs. 


it. Skill building 

The community-based survey, interviews with key informants etc., all added to the validity 
of the information and helped to discover ways in which this could be pertinent to their lives 
and situation. These helped the participants to develop data collection skills and also helped 
us to link the local situation with larger issues. The chapters that follow describe the training 
around specific issues and are illustrative of this. 


iv. Information leading to action 

A survey on health seeking behaviour conducted by GD, East Godavari district, Andhra 

Pradesh, found that there were 120 TB patients in about 20 hamlets. Alarmed by the number 

of patients, the GD team enquired about treatment facilities in the local primary health 
_centre and at the referral hospital. They found that the local PHC did not stock nor provide 

any medicines for TB. The medical officer generally referred these patients to the District TB 

Hospital based in Kakinada, which was almost 120 kilometres from Bhimavaram. 


With the survey analysis, the GD activists met the Project Officer of the Integrated Tribal 
Development Agency (ITDA) and appraised him of the situation since many of the TB 


patients could not afford the travel as well as bear the treatment costs. The Project Officer 
assured the GD team that he would look into the matter and ordered the medical officers at 
the PHC level to refer the TB patients to the district hospital and that they be compensated 
for the costs of the travel and drugs. 


The GD team also approached the District TB Officer with a list of TB patients in the area 
and demanded that the prescribed drugs be made available at PHCs as the distance and 
expense involved in going to the far away district hospital made it impossible to seek 
treatment. The District TB officer agreed to take responsibility for sending all the required 
medicines to the local PHC, provided GD would monitor the patients. Even though this was 
a short-term intervention it played an important role. 


v. Application of information and perspective 

After each phase of the training the participants were given field assignments. Each 
participant was asked to use the information that they had acquired during the training and 
connect it with the activities at the community level. They were also given a simple format 
to write down the problems they faced while doing this. 


Often, the lack of field follow-up and support hampered the process of application. This was 
mainly because even though newly learned skills are nurtured for sometime, if there are 
problems in applying them in field situations, they ultimately become obsolete instead of 
being adapted and modified. Hence part of the training was devoted to discussing how the 
information would help the participants to challenge their existing situation or change it 
through designing appropriate interventions. When we talked about interventions, we had 
in mind not only physical access to services but focus on overall empowerment so that 
people themselves are in a position to take a critical look at their situation, and seek 
alternatives at a more fundamental level. The short-term interventions that were initiated by 


the group were driven by the immediate need to have regular food supply and health 
services. Thus the group was facilitated to set up a seed bank and supported in lobbying 
with the government for better facilities. This included frequent meetings with government 
officials of the health and food departments to ensure that the demand of the people was 
heard and immediate remedial action taken. 


vi. Exposure Visits 

An integral part of the training design was to 
ensure that the participants could share their 
experiences and learnings. The training was 
seen as a part of the larger continuum of 
interaction and learning from each other. 
Keeping this in mind, we organised 
exchange programmes and exposure visits 
to enable effective exchange of information, 
diverse experiences and innovative working 
methodologies. A National Workshop was 
organised at Delhi and exchange visits were 
made to SARTHI, a community-based 
organisation working on issues with men 
and women in Gujarat, and Action India,a = as 

community-based organisation working in the slums of Delhi. This helped the participants 
to incorporate similar ideas in their area thus strengthening their own initiatives related to 
health and other issues. The exposure process also provided an opportunity for the 
participants to build a network with other NGOs, women's groups and democratic 
organisations and to act as pressure groups to influence policy formation in the interest of 
the marginalised sections of the society. 


Preparations for the Training 


A core group of 3-4 women and men from among the participants were chosen who were 
responsible for helping in organising the training. The core group was selected on the basis 
that they were vocal, experienced and had a vision to carry on the process. Moreover, they 
were able to manage the dynamics within the group and were willing to give space to others 
to speak and express their opinions. Everyone was given ample opportunity to raise his or 
her voice. 


This group met before each phase to plan and 
ensure that all the materials required were ready. 
During the workshop the core group met at least 
once a day with the facilitators in order to 
discuss the feedback for consolidation and 
making revisions, if necessary. For each session, 
one participant took on the responsibility. 


The training process was not aimed at 
instructing the participants and telling them 
s what to do, but to facilitate in concretising their 
' ideas, and channelising their perceptions on the 
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inter-linkages between the underlying determinants of health. Efforts were made to ensure 
that the participants were not passive listeners. They were actively encouraged to express 
themselves through discussions, role-plays, songs, games and other group activities. Some 
participants were slow to open up and they were given sufficient time to overcome their 
apprehensions. The participatory approach enabled the facilitators, resource persons and 
participants to recognise, respect and learn from each other's experiences. The role of the 
facilitators throughout was to facilitate the workshops in a way so that everyone had a 
chance to voice their concerns and opinions freely. 


Selection of Participants 


The selection of the participants was done by the organisations participating in the training. 
Certain criteria were decided upon in the pre-training workshop for the selection. These 
included selecting those who showed keen interest in the contents of the training; those who 
would be active in disseminating the information to the community in their respective 
villages; those who would be able to travel long-distance for the training; and those who 
were willing to commit to continue to work in the area of health. 


It was decided that the training would include both men and women. We preferred to have 
more women, as generally women due to social pressure and gender stereotypes tend to 
have fewer opportunities. GD selected their team for the training which also included a few 
new volunteers from the villages. CEAD sent their volunteers who were involved in self- 
help schemes and one core team member. Yakshi provided support initially in selection and 
logistics, and documentation of the process. They also participated in four workshops. 


The GD participants were from different tribal communities like the Konda Dora, Konda 
Reddy, Konda Kammara. Those from CEAD, belonged to both tribal and non-tribal 
communities, but they shared the same socio-economic context. One participant from 
CEAD belonged to Manyam Dora tribe and the remaining three were from the backward 
castes. The women participants from CEAD were hesitant on the first two days of the 
workshop but subsequently got along well with the participants from GD. The different 
cultural practices and realities of the tribal and non-tribal communities made the 
interactions more interesting and enriching. 


The venue for the training was GD's 
Training Centre at D. Bhimvaram 
village. Thirteen men and eight women 
participated in all phases of the training. 
These included participants who were 
married, unmarried and single. Initially, 
there were fifteen women participants. 
Almost half of them had to leave before [jeagee 
completing the training due to jaa : 
unavoidable circumstances. | 


Working with non literate participants 


Some of the women participants were unable to read and.write. As facilitators we had 
observed earlier that excessive use of written tools during the training was threatening to 
non-literate or neo-literate participants. Even if the participating women were not expected 
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to write themselves, the fact that writing, a skill which many of them did not have 
constituted the only tangible output of group work, made non-literate women feel insecure 
and unable to participate in the discussions. Hence, the team felt that it was important to use 
methods that did not involve writing alone. The use of drawing and mapping to record ideas 
encourages participation by both literate and non-literate women. 


Male Participation 


Men's participation in health training has received periodic attention. But there is no proper understanding of what 
men's involvement actually means. It has often been defined as the importance of increasing the popularity and 
prevalence of vasectomy or condoms. However, the seemingly simple phrase 'male involvement still hides a 
variety of different meanings and philosophies. Not all of these are aimed at gendered initiatives. Devices which 
reinforce patriarchal control at the expense of women should not be considered advances in the field. It is not 
appropriate to separate men and women in efforts to understand the dynamics of health or to ignore either sex 
in needs assessments, programme design or evaluation. In our understanding gender is about questioning 
patriarchy. If women's gender identities are to be changed, then men's identities also need to be questioned. This 
is equally true whether men are seen as ‘the problem’, obstructing women's development or as having a problem 
in the current ‘gender culture’. . 


In order to promote gender equality in all spheres of life, including family and community life, and to encourage 
and enable women and men to take responsibility for their sexual and reproductive behaviour and their social and 
family roles, we proposed to include both men and women. This is because in our perspective, the prerequisite 
for structural transformation is that men at least as much as women must become the subject of change. 


Managing group dynamics in a mixed group was a major concern. In the beginning, some men wanted to 
delegate certain jobs like cleaning, .organising the training area and serving, to women participants, as they 
believed these to be ‘women's jobs’. Women also viewed these as their "natural" duty and responsibility. 
However, we made a conscious effort to challenge such perceptions and both men and women were asked to 
share responsibilities. 


Being non-judgmental 


Throughout the period of training, we as facilitators were careful to create an enabling 
environment to ensure active participation. Only if they were first able to articulate their 
views, perceptions and beliefs freely, without fear of being judged that they could begin the 
process of questioning them. Of course there was always the danger that a participant 
would simply say what she/he thought the facilitator or the majority of the group wanted 
to hear. We were conscious of such limitations and tried to create an atmosphere where each 
participant could express himself/herself and develop their individual understanding. The 
emphasis was thus on creating an environment that was non-judgemental and confidential, 
where the participants would not compromise their opinions to gain the approval of peers 
and facilitators. 


We did not consider ourselves equipped with all the ‘right’ answers. We tried to build on the 
experiences of the participants. The trust and confidence which developed through this 
process helped in creating spaces for both women and men to express their views, values 
and opinions. We felt that building of relationships between participants and facilitators was 
essential. 


The most positive outcome of this entire process was that the participants expressed the 
need to bring about changes in their own thinking/perspectives before attempting to bring 
about broader changes in their community. The following chapters illustrate how this 
process unfolded and how the training principles were put into practice. 
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Ati kaasa lokaaniki daridram 
Too much greed leads to impoverishment... 


There is a common saying that we never value our teeth as long as they are intact. 
The essence of this saying is also applicable to the notion of health. We tend to 
believe that health is synonymous with a person's physical well being; that we are 
healthy if we are physically fit and free from illness. The moment we fall ill, we 
become very concerned. We rush to the doctor, undergo all kinds of tests and spend 
a fortune on medicines. We are treated for the ‘physical’ symptoms of the disease. 
When we feel better, once again we become casual about our health and continue 
with a lifestyle that may be far from ‘healthy’ in the true sense. 


This limited notion of health makes us overlook some of the most important factors 
responsible for our well-being. For example, do we ever think about our emotional 
state when we talk about health? Do we think that our income, eating habits or our 
working and living environments are also important factors that determine our 
health? Do we ever feel that our social structure decides whether we shall be 
healthy or not? 


The key impediment to achieving good health is poverty. Poverty is 
multidimensional and is a reflection of persistent structural inequalities. Low 
income and low intake of calories do not explain the nature of poverty and large 
sections of the population are denied the minimum food requirement, clean 
drinking water, basic education, housing, not to speak of sanitary facilities and 
healthy environment. 


We began the first session by exploring the participants’ notion of health - Whom would they 
consider a ‘healthy’ person? Was health synonymous with the absence of physical sickness? 
Or was it something broader and more holistic? What were the various factors that 
influence health? 


These were discussed through the following activity. 


Who is healthy? Who is frail? 


The participants were divided into four groups, two comprising of men and two of women. 
This division of the participants in same-sex groups, we felt, was necessary because of their 
hesitation in interacting freely with each other. The training was in its initial phase and 
many of the participants were not familiar with one another. Some did not have any 
previous experience of interacting in a mixed group. It was important to provide enough 
time and space for them to feel comfortable before working together in mixed groups. 


One group each of men and women were asked to select one person from their group whom 
they considered healthy, and to substantiate their choice with appropriate reasons. The 


other two groups were asked to identify the most frail person and list their reasons. 


Each group was given fifteen minutes to complete this exercise. At the end, the four groups 


‘BS 


came together and analysed their criteria for the selections they had made. 


Criteria of groups for selecting the ‘healthy’ and the ‘frail’ 


Men’s Group 

A healthy man is one who A frail/ weak man is one who 

e has the energy to do heavy work e is prone to illnesses 

e has no tensions or worries e has too many family responsibilities 
e has no responsibilities and worries 

e is educated e is not much educated 

e does not fall ill frequently e has no money for medicines and 


treatment 
e suffers from acidity and pains 


Women’s Group 


a 


A healthy woman is one who A frail/weak woman is one who 

e is unmarried e looks pale and falls ill very often 

e is active and able to do lots of household — e has tensions in the family 

work e has low energy, heavy household work 

e has no worries, not many responsibilities |e has low self esteem due to lack of 

e does not fall ill frequently literacy or less education 

e has enough food to eat e faces negative attitude of family 
members towards treatment of illness 
lacks care 


has no control over income 


The exercise clearly highlighted the differences in the perceptions of each group. The 
indicators of good health or ill health in the men's groups were related more to their lives 
outside their homes, such as heavy work, low earnings, lack of education, etc. However, the 
women's criteria included factors related to the family and self, like low self-esteem or the 


lack of care from family members. Unmarried girls were presumed to be healthy since, after 
marriage, women become weak with repeated childbirth and strenuous housework. 


Both men and women felt that literacy was an important determinant of health. They 
explained that a non-literate person might be ill informed about her/his body and hygiene, 
which may lead to ill health. Women pointed out that low literacy led to low self-esteem. 
Both groups also felt that an educated person usually earns more money that keeps the 
family healthy. 


However, we were still not satisfied with the criteria of health that emerged. We felt that the 
participants were unable to relate health to larger factors like land holdings, wages or access 
to the forest. We felt it was important to illustrate the relationship between health and the 
various external factors that determined it. We narrated the following story to underline the 
linkages between health and other issues like economic conditions, land rights, control over 
forests and other natural resources. 


Story of Achi Raju: A Case Study 


Achi Raju belonged to the Koya Dora tribe. He was 
the eldest son in the family. For the past several 


Their family consisted of Achi Raju, his wife ¥ e ¢* pee es we 
Rajulamma, their two children aged nine and five, 4 Qi 
his old parents and an unmarried sister. The family Wale ee 
owned four acres of un-irrigated land. Bay 


They grew paddy as the main crop, and horse gram 
in between paddy cultivation as it did not require 
much water. 


With adequate and timely rainfall, Achi Raju could 
harvest twenty quintals of paddy. Of this, he kept =e . 
five to meet farming expenses like hiring bullocks, buying seeds oe fertilisers The rae ced 
another twelve quintals for food. With the remaining, he managed to buy clothes, medicines, 
groceries, etc. for his family. 


Achi Raju knew his sister would have to be married off in a year or two. He would need to borrow 
money for the wedding. He hoped that he would somehow repay the loan without losing his land. He 
also cherished a secret dream of digging a well in his land and perhaps even buying his own bullocks. 
Then he would be able to grow two crops and there would be no delayed sowing. 


That year the monsoon was poor. Achi Raju managed to harvest only eleven quintals. The family had 
to reduce its food intake. They also used up whatever savings they had. Achi Raju took his son out 
of school so that he could graze the landlord's cattle. Whenever they could find employment, Achi 
Raju, his wife and sister worked as labourers. That year was a difficult time for the family. 


As luck would have it, the next year too the rains were delayed. As usual, Achi Raju had to wait for 


the other farmers to finish ploughing before lending him their bullocks. So once again sowing was 
delayed. He knew that once again the yield would be less. Meanwhile, his father’s health had 
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deteriorated. The children, too, began to fall sick more often. That year the harvest was only nine 
quintals. The family struggled with their meagre income. They did not have enough food to last till 
the next harvest and were forced to borrow three quintals from the landlord. 


The following year the crop was much better than it had been for the last two years. But Achi Raju 
had to repay a part of the loan to the landlord. He also had other expenses. 


There was a good matrimonial proposal for his sister. The roof had to be thatched too. Achi Raju was 
compelled to borrow from the landlord again. The landlord insisted on some security before lending 
more money. Achi Raju desperately needed the loan. He mortgaged three of his four acres of land. 
Achi Raju still legally owned his land. But both of them knew that the family would spend the rest 
of their lives repaying a loan that would never end. 

(Adapted from “Taking Sides.”) 


All the participants felt that the case study was very familiar and many of them began to 
narrate similar incidents from their own lives: 


Chellanna Dora: My uncle went through a similar oe plough ullocks is very common 
situation. He had always dreamt of owning plough _ inthe area. Ita " sto 
bullocks but never managed to save enough to buy a 
pair. 


Appal Raju: We are entirely dependent on the rains for 
our agriculture. For the last two years, farmers in our 
area are going through a difficult time due to the lack 
of rains. The younger generation prefers to move to 
nearby towns to work as wage labourers or find 
employment in small factories. Dependence on rains, 
frequent loss of crops and indebtedness push us to look 
for work elsewhere. 


This led us to explore in detail the socio-economic factors that impinged on health. Through 
the ensuing discussion, the linkages of health with land, agriculture, food, forest, water, 
work and other issues concerning women and men became clearer to the participants. Of all 
the factors mentioned, discussion was focused on people's access to land and forest and their 
control or the lack of control over these. 


Land or the lack of it 


Land holdings in the area were small. Frequent seizure and illegal occupation of land by 
non-tribals have resulted in large-scale landlessness among tribals. 


Madhusudhan: The survey of land ownership and settlement that was undertaken in the fifties, 
. showed that many non-tribals, who had moved to tribal areas fifty to hundred years earlier, 
obtained settlement title deeds in their names. Most of this land was illegally occupied and 
obtained when the tribals mortgaged their land. Over the years, almost 60 per cent of 
cultivable land came into the hands of the non-tribals. The Act of 1970 enabled the tribals to 
challenge these original settlements in the court. But the non-tribals, with their political 
clout and often with the help of false caste certificates, have succeeded in maintaining the 
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status quo with very few real transfers of 'pattas' to tribals. Thus, many tribals continue to be 
marginalised with no legal rights over their land. 


Pandu narrated how initially GD mobilised people to reclaim and cultivate the lands that 
they had lost. They also campaigned in the villages about issues related to land including 
the legal aspects. This mobilisation pressurised the judiciary to process the cases. As a 
result, the tribals managed to reclaim over 200 acres of land. 


Reporting a case of land struggle in her village, Ratnam said, "The landlord occupied our 
lands. He somehow managed to get a patta in his own name and we all became wage 
earners. We were working as labourers in our own farms for many years. We tried to get 
back our lands in many ways, but he threatened us every time. Nevertheless, we did not 
give up our struggle. We managed to organise and file a case. The Communist Party 
supported us in this struggle. Finally, after six years of struggle, we got back our lands, and 
the landlord had to leave the area." 


While some of these success stories provided inspiration, the group agreed that these were 
only a drop in the ocean. People recalled more instances of gross violations and 
manipulations regarding ownership and access to land, especially among tribal 
communities. 


While the group was well aware of the effect of landlessness on the lives of people, yet the 
_relationship of landlessness to health was not so clear. The discussion helped establish how 
ownership and access to land was one of the most important determinants of health, 
especially for communities completely dependent on agriculture for sustenance. 


Shift in agriculture 


Appal Raju: The entire area is going through a change in cropping patterns, from traditional 
millet and pulse based food crops to cash crops such as tobacco, cotton, sago and cashew 
nuts. 


Madhusudhan: There is a shift from diverse crops to monoculture. This shift occurred 
primarily due to the active promotion of cash crops by the government through subsidies, loan 
programmes and government initiated market link-ups (in the initial period) with certain 
private companies. All this happened in the name of development and under the pretext of 
‘increasing the purchasing power of the tribals.’ 


Venkatesh: Although cash crops require more work and investment, we prefer them because of 
the profit. Traditional millets don't fetch us profits. If we get a good yield of cotton or 
tobacco, we can earn up to Rs.10,000 per crop. The problem started when we began to lose 
crops due to bad monsoons and pests. Since we depended on credits and loans for cultivating 
these commercial crops, we could not repay them. This is the reason why many farmers in 
the surrounding areas are committing suicide. 


Most of the participants said that within a few years of growing cash crops, people realised 
that the shift to cash crops resulted in huge indebtedness to various finance groups like 
banks, moneylenders, private companies such as the Indian Tobacco Company, and the 
Girijana Co-operative Corporation (GCC). On the one hand, their farming was dependent 
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on the vagaries of nature, and on the other, it was dependent on markets, both national and 
global, which determined prices over which the tribals had no control or bargaining power. 


The participants were vocal in pointing out the financial problems arising out of cultivating 
cash crops: 


Raja Reddy: Sometimes we get profits of Rs. 4000 also. But we don't save any money. We 
spend it on further investment. We also have to hire labour, buy pesticides. 


Kannayamma: We repay our debts from the profit we get. If | take Rs.100 or 200 from a 
moneylender, | invest it. Once | get some returns, | pay it back to him. Our existence is 
becoming more and more dependent on the moneylenders. 


Nageshwara Rao: Earlier, when we took a credit of Rs.4000, we repaid this from the resulting 
yield. But the crops have failed for two successive years and we don't have any money now. 


Appal Raju: Because of the failure of crops every year, the moneylenders are refusing to give 
us loans without mortgaging. We have to mortgage gold, cattle or land. 


People reaped a few good harvests initially, and their investments in fertilisers and 
pesticides increased every year. But the prices of the crops, dictated by the cigarette and 
textile companies, were static and out of people's control. Returns from agriculture reduced 
substantially every year and indebtedness increased. 


The first casualty of this situation was nutrition. Millets, which traditionally took care of the 
nutritional needs of the community, were replaced by rice. The lack of purchasing power 
stopped the people from having other foods like fruits and vegetables. Most participants 
believed that changes in dietary practices resulted in a significant decline in their immunity 
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and what they expressed as their ‘ability to work hard’. 
Where, earlier, a greater variety of food and grains, 
especially millets, were available, now there was much 
lesser variety. Earlier they used to pound and grind their 
grains at home, which meant more nutrients were available 
to them. Grains ground at the mill were not as nutritious. 


Above all, they felt that the chemical pesticides and 
fertilisers used today had brought a host of diseases. 
Cultivation of cash crops made the use of pesticides and ~~ 
chemical fertilisers a necessity. Initially these were used in © 
cotton and tobacco cultivation, but gradually farmers began >> 
to use them even for food crops. We asked the group to 
elaborate on the use of fertilisers. 


Pandu: As the plants grow, we have to treat them with fertilisers and pesticides. Among 
pesticides, we use Endosulphan, Nuvacron. The cost per hectare has increased so much now - 
earlier it was Rs. 60 for 1/4 litre, now it is Rs.100. But the crop prices have not increased. 


Bhadraiya: We generally use D.A.P. (Diammonium Phosphate), ammonia and urea as fertilisers. 
The company gives us some unknown pesticides for tobacco and cotton crops. We are using 
chemical fertilisers even for food crops in the hope of getting better yields. As a result, we 
are acquiring all kinds of new diseases. 


Kannayamma: “Earlier we never suffered from fever or pains. Nowadays even a little strain 
gives us backache. We get headache and backache from housework. Those days, even if we 
had fever, within a day or two we would get up and run like horses. Now when we have fever 
we are down for at least a week. We never used chemical fertilisers or pesticides earlier. 
These fertilisers not only affect our health, but also degrade the soil. Even if we are aware of 
the side-effects we are still bound to use it. 


Manga: We are getting new diseases because of the use of ammonia and urea. We did not use 
any fertilisers earlier for traditional millets like gante, saama and jonna. The traditional 
crops grew from the strength of the soil. But now we use chemical fertilisers for everything, 
whether it is tobacco, cotton or food crops. 


Bhadraiya: In my village one man died because of the tobacco crop. We still don't know what 
actually happened to him. When he was preparing the leaves for drying, he couldn't bear the 
pungent smell and had a fit. We took him to the hospital, but he did not survive. 


Savitri: People who work with tobacco have bleeding from the mouth, get headache and 
backache. Tobacco cultivation requires a lot of hard work, from the planting stage all the way 
to the final stage of making the tobacco bundles. 


Use of forest resources 


Rambabu: The forest is crucial for our livelihood. Forests have given us space for hunting, 
collection of minor forest produce, timber for domestic and agricultural implements, fruits 
and vegetables, as well as medicinal plants for both humans and animals. 
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Nageshwara Rao: Earlier, we had easy access to the forest. The entire forest was ours. In 
difficult times, we could survive on forest food alone. Now that the forest is no longer ours, 
we cannot access these very easily. We no longer have any right over forest produce. We only 
collect the produce and give it to the GCC. For example, we collect one kilogram of tamarind 
and sell it to the GCC, for four rupees only. The market rate for tamarind is nearly thirty 


rupees. 


In the initial days when the government took control of the forests, the trade of Minor Forest 
Produce (MFP) was in the hands of middlemen, who were exploitative. The government set 
up the Girijana Co-operative Corporation (GCC) with a mandate to reverse the exploitative 
conditions and offer fair rates for MFP to the tribals. In the process, the GCC had established 
a monopoly over some of the prime varieties of non-timber forest produce that were 
commercially valuable. The tribals were not allowed free trade of these varieties of MFP. 


Despite the tremendous commercial value of the forests, the tribals now earn negligible 
amounts from the forest produce that they collect for the GCC. Hence they are heavily 
dependent on agriculture as the main source of income and livelihood. Analysis of the forest 
produce market reveals that the average amount paid for a kilogram of produce is a mere 
15 -20 percent of the actual market rate. Hence, earlier it was the middle level agents, and 
now it is the GCC which is making between 200-300 percent profit on the sale of forest 
produce. It is unfortunate that the GCC today has become another exploiter to add to the 
woes of the tribals. 


Chinnal Dora: The forest here is rich in medicinal herbs. But our healers are increasingly 
complaining that they have to travel far to get herbs that were very easily available earlier. 
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Ramana Reddy: The government is exporting valuable medicinal plants from our area in 
massive quantities. It is already difficult to find certain herbs. There is a danger that all the 
valuable herbs might disappear very soon. 


The threat to biodiversity and medicinal plants was discussed at length since it was 
assuming serious proportions. Owing to the tremendous market demand of medicinal 
plants and other forest produce, there is unsustainable exploitation of the forest. 


Various agencies, government, semi-government and private, are all party to the 
exploitation of the forest and its biodiversity. They make little effort to protect and 
regenerate local species, but constantly blame forest communities for threatening 
biodiversity. 


So where does health feature in all this? 


py Economically, the entire area has 

| witnessed rapid transformation due to 
the shift from food crops to commercial 
crops. This has resulted in a multitude of 
problems such as rapid depletion of food 
crops and the near extinction of 
traditional seeds, loss of soil fertility, 
scarcity of food and animal fodder. While 
monetary concerns and government 
" policies have, to a large extent, aided this 
shift, failure of crops due to uncertain 
monsoons, pests and uncertain returns 
due to fluctuating international market 
rates for crops like cotton and tobacco, 
_® have resulted in a high percentage of 
ee indebtedness amongst the _ tribal 
| population. 


Thus alienation from the forest had an adverse impact both in terms of the disappearance of 
a vital support structure, as well as inadequate food intake and access to medicinal herbs. 


There was another fallout of the shift from traditional to cash crops, which had a more direct 
linkage with health. Traditionally, millets were the staple food of the people in the area. 
Gradually, as families shifted to growing cash crops like tobacco or cotton, their staple food 
changed to rice - a product that they had to purchase from the market. This change had two 
distinct impacts on the community. Firstly, rice did not contain the same nutritional elements 
as millets. Secondly, in times of distress, or when families lost a crop, they had no money to 
purchase grain from the market. Often, due to the increased poverty, people could no longer 
afford a wholesome meal. 


In fact, food resources that were within their control had also succumbed to the market 
forces and commercialisation. For example, people did not eat eggs anymore. They preferred 
instead to hatch the eggs and sell the chicks. In this way, each egg earned them 50 to 60 
rupees. They spent the earnings from poultry on food and other essentials. 
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The discussions also pointed at other issues - 
water, access to health care services and socio- 
cultural factors - as important determinants of 
health. We felt these issues were equally 
important and needed to be dealt with in 
detail in the subsequent sessions. 


By the end of this session, participants were 
able to perceive a larger picture of the factors 
influencing health, and understand their 
linkages and interconnectedness to health. 
Establishing these linkages, we felt, was very 
important, because whether it is the 
government or private practitioners, there is a 
tendency to see health in isolation and focus 
only on physical symptoms. 


Perhaps because modern medicine looks at 
health from a symptomatic perspective most 
interventions become very technical and empirical. Even in the realm of alternatives, efforts 
tend to be service oriented. It is important to understand that solutions for ill health should 
not be restricted to the domain of medicines, hospitals and doctors alone. When we think 
about interventions, we should be able to look beyond the dependence of people on services 
and doctors. Interventions should be aimed at the level of empowerment, so that people 
themselves are in a position to take a critical look at their situation and seek solutions and 
alternatives at a more fundamental level. 
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Nannaduguvaaru leraye tummadeeloo 
Nobody would ask about me... 


q Women’ s health rarely receives the attention it deserves because of existing gender 
a inequalities that are deeply entrenched in all societies and manifested through a 
oo) variety of practices and institutions. In the Indian context, gender discrimination 
_ begins even before a girl is born, as can be seen by the wide prevalence of sex 

determination tests and sex selective abortions, reflecting the desire for a male child. 

This difference in the attitude towards male and female children persists 

throughout their lives and is reflected in levels of food intake, consumption 

expenditure, income, and access to health care information and facilities. 


These systemic biases against women perpetuate women's subordination and affect 
their health or well-being. This broader concept of health (the all encompassing 
‘well-being') and the access to it is what we mean, when we speak of health as a 
‘fundamental right’. The question of women's health is integrally linked with 
women's access to and control over available resources, and with women's 
productive and reproductive roles in society. With resources increasingly slipping 
out of people's control, particularly women's, they are further subjugated because 
of the existing gender inequities in the family and society. This makes them more 
vulnerable and explains women's chronic state of malnutrition, anaemia, stress, 
fatigue and increasing mortality due to communicable diseases. Apart from these 
structural inequalities, their health is also affected by the pressures of modern life, 
poverty, environmental degradation and increasing violence. 


The aim of the training was to focus on the larger 'factors' like land, forest, water, » 
food and access to health services that affect people's lives and their health, 
especially women's health and locate the role of gender within these. 


Role of women in decision - making 


Discussion on gender roles started with the statement - "Women in tribal societies have 
comparatively more freedom and play a greater role in decision - making." 


The participants, particularly the women felt that this was not true. 


Kannayamma: Women do most of the work, while men take most of the decisions. At home, 
all domestic chores like looking after the children, cooking, washing, cleaning, and looking 
after the livestock are women’s responsibility. But decisions regarding mobility and 
expenditure for the family or health are usually in the control of men. 


Manga: Even though women do a lot of work in the field, men take the decisions relating to 
agriculture. 


These differential roles were defined from childhood itself. Young girls were expected to 
help their mothers with housework while boys took part in outdoor activities like ploughing 
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and toddy tapping. While talking about women's participation in village politics, festivals 
and leadership, some interesting observations came to the light. In most villages, both 
women and men took collective decisions regarding festivals and events. However, men 
were more involved in settling village disputes and conflicts. 


_ 


Pandu: | don't feel that there is much difference nowadays in the status of women in our area 
and those in the non-tribal communities in the plains. Earlier, parents were happy if they had 
a girl child, because at that time bride price voli was in practice. The tradition changed when 
the dowry system started becoming popular in our area. Around this time discrimination 
started, girls’ education was stopped in the middle and they were married off one year after 
puberty. Earlier women and men together decided on matters related to crops. | remember 
when | was young, my mother used to advise my father about crops. Seeds, hiring labour, 
were all under her control. Mother did the shopping in the weekly market. During festivals 
everything was decided by her. But once the company people started coming with cash crops, 
they started having meetings only with the men. Women started losing their importance. 

Men were advised about seeds and fertilisers. Only the work was dumped on women. When 
the money came, the men took over. They didn't discuss about profit or loss with the women. 
If women dared to ask, they were even beaten up. 


From the discussion it appeared that earlier women had considerable levels of freedom and 
took active part in decision - making in their families and society. With the advent of the 
market economy and shift to commercial agriculture, the position of women in the society 
underwent change. Their earlier role as decision - makers in cropping changed since the new 
organised market singled out only men for their dealings. While men took control of 
decision - making, women became increasingly alienated and sidelined, being left with 
increased workload, child bearing and caring and a lower social status. 


Perceptions around gender 


In a patriarchal society where gender perceptions are transmitted from one generation to 
another, it is often not easy to change the images one grows up with. Both women and men 
are assigned specific gender roles and non-conformation to these roles are perceived as 
‘deviant behaviour’ by the society at large. However, for people who have chosen to 
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participate in a process of change, it is important to recognise, question and break these 
accepted social roles and look at society from a different perspective. Therefore, the 


following activity was done to analyse the attitudes and perceptions of the participants and 
arrive at a common understanding. 


Whom would you rescue? 


The following story was narrated to the participants: 


Bhimavaram and Regulapaadu are two villages separated by a river. Bhimavaram is situated at a 
slightly higher altitude than Regulapaadu. Due to heavy rains, the water level of the river rises to the 
extent that the villages situated at lower altitudes are submerged in no time. Since Bhimavaram is 
on a higher altitude it is safe, but Regulapaadu is in danger. 


Rescue operations start from Bhimavaram immediately. GD, based in Bhimavaram, takes the 
initiative of evacuating people from Regulapaadu by boat. However, they have only one boat in 
Bhimavaram and it can carry just three people.The rescue operation begins and they manage to rescue 
most of the people. In the end, six people are left in Regulapaadu. The water level of the river has 
risen so high that the boat can make only one more round. So only three out of those six villagers can 
be saved. 


Among the six people left in the village, there is a teacher, a doctor, a young widow in her thirties, a 
health facilitator from GD, an old woman and a young, unmarried pregnant woman. The teacher, 
health facilitator and the doctor are men. 


After narrating the story, the participants were divided into three groups. The first group 
had people who were new in the two organisations. The second group consisted of those 
who had been involved in the ongoing activities of the organisations for some time. The 
third group comprised of 'core' team members, who had considerable exposure and were 
clearer in their perspective. 


The groups were asked to state who were the three people they would rescue, giving reasons 
for their choices. 


The first group said they 
would save the teacher, 
the health facilitator and <= 
the doctor. According to we, 
them, this preference was 
based on the criterion that 
they were beneficial to the 


society. The young widow idiot 

fet! a did not have much : . i cas a 
pect in society since she was ae”, \ 

considered unlucky, the old woman 

in her seventies had lived her life and was 

no longer beneficial; the young, unmarried pregnant girl would not have any status in the 

society even after she was saved - after all she had made the mistake of indulging in 

premarital sex. 
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The second group preferred to rescue the doctor, the young widow and the teacher. The 
reason for saving the teacher was that he was necessary for their children's education. The 
young widow was saved because she could still remarry if anybody came forward to accept 
her. 


The third group preferred to rescue the widow, the unmarried pregnant woman and the 
doctor. They felt that the unmarried girl should be saved as she was pregnant, the young 
widow could be accepted by society, and the doctor could save many lives if health 
problems arose because of the floods. 


It was obvious that the doctor, teacher and to some extent, the health facilitator were held in 
high esteem and considered important. A widow was considered unlucky and of no 
importance. An unmarried, pregnant woman was likewise condemned and had no respect 
in society. The old lady was of 'no use' since old age was considered to be a major liability. 
The response of the first group was dominated by their inherited social values since they 
were very new to the training process. The second and third groups had some exposure that 
allowed them to see things from a different point of view. 


We felt it was essential to analyse in depth the reasons why the unmarried pregnant woman 
and the young widow were rejected. We pointed out that the unmarried pregnant woman 
was not solely responsible for her pregnancy. Her state could be due to circumstances 
beyond her control. She might have been involved with a man who later abandoned her. 
Why should she be made solely responsible for her pregnancy? Why did the community not 
ostracise the man who was equally responsible for her pregnancy? Moreover, it can be an 
independent decision on her part to have a child, so should we not respect that? 


In the case of the widow, does the loss of her husband mean that she has no standing in 
society and can be easily dispensed with? Why should she not get the same respect and 
status as other women in society? When a woman dies, does her husband face the same 
treatment from society? He would be free to remarry and have children. Why shouldn't the 
woman be granted the same freedom? Why did we condemn these women? 


However, it must be mentioned here that this exercise has limitations. It seemed suitable but 
the very fact that one had to choose whom to rescue in an emergency was in itself 
problematic.uncomfortable about using this exercise in a training. Moreover, this is a value- 
laden exercise as it implicitly attaches importance to some people/professions vis-a-vis 
others even though all human beings, irrespective of any criteria, have the right to live. It is 
always a handful of privileged people who have the authority to decide. However, at that 
time it seemed appropriate since this helped to explore the inherent biases in our thinking, 
about how we attach value to some and less or no value to others. It facilitated the 
discussion about gender stereotypes, challenged the values we attach to them. 


Status of women 


The participants said that in their community too, women faced similar problems. Though 
the reasons behind the exploitation were varied, most participants were quick to empathise 
with the state of the woman. 
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Savitri: One of the most common practices in our area is that of non-tribal men marrying 
tribal women to get the settlement deeds in their names. By doing this they manage to 


‘legalise’ their ‘benami' lands in the tribal areas. After their purpose is served they usually get 
rid of the woman . 


At the core of this discriminatory treatment of women is the fact that, the status of a woman 
and consequently the respect she receives are defined through her association with men. In 
a patriarchal society, a woman is never valued or judged for herself, as an independent 
person. Her identity is defined through her relationships with the man either as her father, 
husband, or son. The absence of a 'man' therefore, makes the woman a non-entity. The 
manifestation of this unequal power relation takes place through sexual exploitation of 
women both from within the community and at the hands of non-tribals, differential 
treatment and exploitation at work, and in all other spheres of women's life. 


Is there a bias in organisational work as well? 


We felt it was also important to understand how gender was translated within 
organisational work, especially among colleagues working in the same organisation. Given 
the complexity of this issue and the nature of the training, we decided to limit the discussion 
to general attitudes. The group was asked to reflect upon whether gender played any role in 
defining suitability and capability in organisational work. 


The men felt that they were more suitable for organisational work. 
Appal Raju: Men can work for long hours and can move about freely. 


Ramana Reddy: Sometimes we have to stay out of home for long stretches because of work. 
Therefore, it is much easier for a man. 


Raja Reddy did not agree completely with this. "Men also face tremendous tension at home 
due to their irregular routines. My family members often complain that I do not give any 
attention to the household." 


Women reacted sharply to the comments made by the men. They said that they were also 
capable of working for long hours provided their household responsibilities were taken care 
of by family members. Even when they were involved in organisational work, they still had 
to do all the household work and take care of children. 


Lakshmi: We can work equally hard and for as long hours as required provided we have the 
support of the family. 

Manga: A woman has to face a lot of resistance if she steps out of the house. Most of us have 
to hear so many things from the family, neighbours and villagers if we try to take up outside 
work and thus many lose courage. 


Ratnam: Because women are confined to homes they are unable to explore their full 
potential, though they are capable and inclined. 


Women participants voiced their indignation at the social biases that confined them. Their 
mobility was restricted. They were not allowed to stay out for long periods even during the 
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training programmes. They were expected to return home before sunset. Women felt 
insecure travelling at night, this is especially true for young women. Even so, they felt, they 
worked hard for the organisation and spent time outside their homes whenever required. 


However, what became clear was that women had to struggle both at the familily and 
community level in order to exercise their choice. The very fact that five women had to leave 
in between the training due to social pressure reflected clearly that gender stereotypes are 
deeply entrenched. When we probed further the men explained that the number of women 
in the organisation was less; others said that there were not many women who were literate. 
However, the fact that women were non-literate and less in number in the organisation itself 
proved that women had very few opportunities and were accorded low status in the 
community. We pointed out that though it was easy to blame the women and their fate, the 
attempt should be to go beyond this and sensitise people about gender issues. 


Most of the women said they were happy that they had the courage to struggle and get 
involved in the organisation. They felt that they had become more confident as a result of 
their work with the organisation. It had given them a sense of individuality and selfhood. 
They no longer felt hesitant while interacting with new people or while travelling out of 
their villages. They also felt they could share their experiences and encourage other women 
to do similar work in the organisation. However, men in the community, particularly elders, 
refused to take them seriously. They were dismissive about their ability to intervene in 
community issues. It was difficult for them to accept women in a new role. 


_ The men were in agreement with the women 
over this issue and felt that gender 
stereotypes needed to be challenged. The 
fact that girls were not educated also acted 
as a barrier for them to take up 
organisational work. Both men and women 
felt it is necessary to involve more women in 
organisational work. This exposure would 
give them an opportunity to come out of the 
confines of their homes, analyse their 
| ie . situation, become aware of their rights and 
create a space “for equal participation in activities with men. However, though the 
participants were vocal about breaking stereotypes, they often unconsciously or consciously 
acted in a gendered way. This helped the group to understand that these values were so 
ingrained in everyone that each must make a conscious effort to unlearn them. 


At this point, the discussion drifted to a more personal level. The male participants were 
asked whether their wives were involved in any work related to the organisation or 
involved in a job, which required travelling outside. It became known that Appal Raju's wife 
was an ANM and Pavan's wife was a teacher. Chellanna Dora's and Papa Rao's wives 
worked with them in the organisation. Chellanna Dora's wife was also part of this training, 
while Papa Rao's wife was a volunteer with GD. They said that they always encouraged 
their wives and tried to share the domestic work. However, in the beginning of the training, 
the male participants’ reluctance to perform daily chores and thrusting it on the female 
participants highlighted the gender-roles which men and women were familiar with. The 
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discussion then moved forward to the division of labour between men and women. The 


following activity helped to explore the issue of unequal workload between men and 
women. 


Where is the recognition for women's work? 


Men and women were divided into separate groups. They were asked to list out all the 
activities that men and women did on an average day, both during the agricultural period 
and the non-agricultural period. 


Women's Group: "Women work more and take little rest" 
Kannayamma: Women have to perform certain tasks every day, like fetching water, pounding 
rice, cooking and washing, cleaning the house, feeding the family and taking care of the 
animals and the poultry. They cannot escape from these tasks. 


Lakshmi: Fetching water and pounding rice are the most strenuous activities. 


Savitri: In most families, it is the woman who does most of the work in the field. Sometimes 
women even plough the field and spend nearly 12 hours during the peak agricultural season. 


Kannayamma: When traditional crops were cultivated, women had more rest. In cotton and 
tobacco cultivation women are required to do a lot more work. Men do the tilling of the 
ground. Women do the weeding, make the base for the plants, and transplant seedlings. 
Once the tobacco starts growing, they do the entire spraying work. After six days they do the 
weeding. Women cut the leaves, tie them, and dry them, up to the final stage of making 
tobacco bundles. The work is endless. 


Ratnam: Even for paddy there is a lot of work to be done. Digging upland fields to plant rice, 
sowing, manuring, weeding, harvesting, threshing and again preparing the field for the next 
crop. 


Manga: Men can come back from the field and rest but we go to fetch water, cook, feed 
children, and clean. There is hardly any time to rest. 


Ramani: Even when a woman is pregnant she has to work hard. She always has the house and 
children to look after. 


All the women participants said that they also did construction work, which was usually 
considered men's work, but their wages were considerably lower. 


Men's Group: "Men do more laborious and physical work" 
The men's group was divided in their opinion. Though a few of them agreed that women 


worked more than them, a majority of them strongly disagreed. 


Naidu: Men do all the hard work, like agricultural work. They also go for construction work 
during the off season. 


Lova Raju: It is men who go for hunting and toddy tapping, while women have less tiring work. 
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Both points of view were discussed at length. Finally, it was concluded that women always 
had a heavier workload than men. Although men were usually responsible for tasks that 
required greater physical strength, these tasks were time bound and seasonal. On 
completion of these tasks, men usually took time off to rest or engage in non-agricultural 
and non-domestic activities. Women, on the other hand, had a variety of domestic as well 
as agricultural tasks to perform throughout the year and got little time to rest or take part in 
any other activities. The women pointed out that they hardly had any space for themselves. 


Linkages with discussions in the earlier sessions were drawn out. The participants 
discussed the impact of changing agricultural patterns on women's health. It was evident 
that women had less physical strain when they grew traditional crops, which did not require 
regular supervision. With the change in the cropping pattern women's workload had 
increased manifold, giving rise to a number of occupational health problems. Complaints 
about weakness, aches and pains were steadily on the rise. 


Women's health had been adversely affected because of their having to bear the double 
burden of domestic chores and work (nature of work being more hazardous than men). They 
emphasised that men should share domestic work and reduce the burden on women. 
Women participants were vocal in raising the issue of unequal division of work existing in 
society, but they thought they did not have the authority to challenge it. 


Educating a girl does not serve any purpose 


We explored further about possible ways to change the situation and the role of education 
emerged as an important factor. The women participants felt that discrimination was 
manifested not only in the area of work but also in education. The role of education was seen 
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as crucial, in order to break free of controls imposed on women by family and society. 
Women re-emphasised that less participation in organisational process was also due to not 
being literate. They stressed the importance of education as an entry point for a woman to 
evolve into an independent individual and an active participant in society. However, we 
highlighted that education alone could not change the bias of people and it needed to be 
challenged and destroyed from the base. 


Everyone was asked about his or her educational background. All the women participants, 
except two, had studied up to Class 5. Most of the men had studied up to class 8. The 
participants cited several reasons for the high dropout rate among girls in school. 


Kumari: Girls help their parents in agriculture, household work and in bringing up younger 
siblings. 


Manga: All villages do not have higher secondary schools. Girls have to go elsewhere or study 
in residential schools. Families are reluctant to send girls outside. Anyway, because of 
economic constraints, they prefer to educate boys. 


Ratnam: Once a girl reaches puberty, parents are in a hurry to get her married. They do not 
allow her to continue her education. Therefore most girls drop out in Class 8 or 9. Usually 
they are married off when they are 14 to 16 years old. 


Pavan: Parents assume that once their daughters are married, they will go away to their in- 
laws. Educating a girl won't serve any purpose. 


Participants observed that, in general, the proportion of men with basic education was 
higher than that of women. Usually girls attended school up to class 5. For higher education 
(above class 5), children had to go to tribal residential schools located at the mandal (block) 
headquarters. Besides, most girls were married off at a very young age and this often 
restricted their opportunity for further education. 


Ratnam again stressed on the discrimination in her area (CEAD) as far as education was 
concerned. "If a girl expresses her desire to study she is snubbed by saying why do you need 
to study, you will go to another house after marriage? If a boy is educated, he will get a job, 
earn money and feed the family." 


Girls' education is thus not seen as ‘productive’ for herself, her family or society, underlining 
once again the stereotyped gender roles in the society. 


Kannayamma: If you attend school, you get a lot of attention. The boys get to wear nice new 
clothes, but the girl has to stay at home, so there is no need for her to dress up in new clothes. 


Factors like lack of education and inadequate encouragement, which hindered the growth 
and creativity of girls, came up very sharply for discussion. For example, Kannayamma's 
remark reflected a desire to be treated equally, but since girls' education was considered 


unimportant she never received any attention or encouragement. 


Lakshmi: One woman expressed that when she has to travel outside, she gets very nervous 
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and anxious. She feels that she lacks information and has to ask men even about simple 
things. 


Chandra: Once | was talking to two elderly women in the village. They said that they felt 
very happy every time they saw me doing work for the organisation. One of them said that 
her family never encouraged her to study. The other woman reported that her family did not 
object to her going to school. It was left to her but she felt very shy about going to school. 
But now she regrets that she was not able to study, as it would have helped her. They said, 
"When we see women reading and writing we feel very bad about ourselves. They go for 


trainings, gain knowledge, and learn so many new things. We do not have confidence because 
we are not literate." 


Women are always expected to eat last 


The discussion began with the question - "Who eats first in the family?" 


A majority of the participants said that men ate first and that women ate only after the men 
had finished eating. We tried to explore this practice further, as in many tribal societies this 
custom did not exist. However, the participants said that in their community, it was the 
custom for women to eat after everyone else had eaten. 


Ramana Reddy: In nuclear families the couple eats together till they have children. Once 
they have children, women prefer to feed their husbands and children first. 


Venkatesh: Woman is always expected to eat last. Otherwise, her neighbours say that she's 
eating like a pig without thinking about her husband or children. 


We then discussed what this social custom meant in terms of food distribution and women's 
food intake. They ate last, ate least and got only leftover food after the rest of the family had 
eaten. Asa result, they suffered from poor nutrition and poor health. The attention towards 
women's diets increased only marginally, if at all, during pregnancy and lactation. But this 
‘attention’ often meant dietary restrictions as well. 

Participants argued that eating least and last were not the only factors that had led to 
nutritional and other health problems among women. They again referred to the larger socio- 
economic factors like the change in the cropping pattern that have had a significant impact 
on their health. Low intake of food was also determined by the prices of food grains in the 
market. With meager resources, whatever was bought was divided among family members, 
with the women getting the smallest share. A woman's emotional and mental state, also often 
influenced her food intake. Lakshmi said that she refused to eat each time she had a fight 
with her husband. Kannayamma had the same thing to say. Manga said whenever her 
mother shouted at her, like Lakshmi she too refused food in protest. This meant family 
tensions prevented women from eating even the meager share that they had access to. 


A woman should not laugh too much 


The participants said that there was always familial and societal pressure acting on women 
which trapped them and tried mould them into passive human beings. Thus proverbs like 
"navou naalgu vidhala chetu" i.e. "too much laughter brings four- fold harm" reflects of subtle 
coercion and pressure to ensure that women comply with the rules’. 
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The discussion then moved on 
to how crossing the boundaries 
or disobeying the _ ‘rules’ 
defined by the society leads to 
violence. The focus moved to 
violence, which affected 
women within a relationship or 
in the family. Although it was 
not true that every man abused 
or beat up his wife, wife 
beating was the most common 
form of violence in the area. 


Lakshmi shared her own } 
experience of marital violence 
with us. 


Lakshmti's story 


Lakshmi was married at an early age against her wishes. Her husband was much older than her. As 
her family was poor, they did not expect to find a more suitable person. Initially her relationship with 
her husband was tolerable. But soon after marriage, he started drinking. He would return home drunk, 
late in the night and beat her up for no reason. After one whole year of tolerating his behaviour, 
Lakshmi left him and returned to her parents, but her family members insisted that she go back to her 
husband. They said, “Everything will settle down gradually.” They wanted Lakshmi to “adjust.” 
So she went back to her husband. Soon she was pregnant. After the child's birth, her husband's 
behaviour became worse. Within two years she conceived again. Even after the birth of the second 
child, verbal and physical abuse continued unabated. He also started suspecting her. Once, he invited 
his friends over and asked her to sleep with them. When she refused, he beat her up mercilessly. After 
this incident Lakshmi could not take it any more and left her husband. She went back to her parents 
leaving the children behind. 


This time her family supported her decision. They could see that Lakshmi was completely shattered. 
Her husband, however, did not leave her alone. He would come over and abuse her in front of her 
parents. She asked for a divorce, which he declined. He refused to let her meet the children for three 
years. 


In the meantime one of Lakshmi's relatives took her to a nearby city where she found some work in a 
tobacco factory. Soon the manager started misbehaving with her. One day he asked her to sleep with 
him. Lakshmi left the job and came back to the village. Meanwhile her husband married another 
woman. The new wife hated the children and sent them to Lakshmi's mother. Lakshmi decided to stay 
back and do agricultural work in her own village and look after her children. 


Lakshmi's painful experience left everyone speechless. It took quite a while to return to the context in 
which she shared her experience. When all finally did return, they were amazed at how each incident 
she narrated provided an example of the various forms of violence women have to face and deal with 
all through their lives. The participants listed out all the different forms of violence that Lakshmi had 
experienced: 
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Lakshmi was manied at an eanby age Fonce, Coercion 


against hen wishes 

Hen family was poor and got hen Poventy, Chuictunal inequalities 
mauutied to an eldenby person 

Hen husband was an alcoholic and Cubstance violence, Domestic violence, 
beat hen up without any neason Physical abuse 

Husband. suspected. Lakshmi Contnol oven Covuabity 

Husband's negulan misbehaviour, Cevual Violence / Manital Rape, control 
his asking hen to sleep with his prienda oven hen body and. seb 

and fonced. sex Caomething she did. not say 

explicithy, but hen statements had an 

undentone of) 

When she belt hen husband the fixat time, No status both in panental and manital 
hen own family did not suppont hen home, lack of auppont aystorn at the time 
decision and sent hen back of distneas 

When she began to wonk in the factony, Cexual hamassment at workplace 


the managen made sexual advances 


Most participants agreed that 'wife beating’ was very common in the area and it was 
primarily a manifestation of power. However, while talking about their own relationships, 
the men were rather defensive. Some said that it was only in the face of extreme provocation 
that they hit their wives. This perception that women provoke men to hit them was 
challenged and effort was made to unravel the reasons which made men to think in this 
particular way. 


Ratnam: Usually it starts with verbal abuse, and then it becomes physical. It not only affects 
women, but also the children who are witness to this violence. 


Kannayamma: Women have to face violence not only from their husbands, but also from 
fathers, brothers, mothers-in-law, etc. 


From Lakshmi's experience as well as that of others, it was clear that almost anything a 
woman did could become an excuse for violence. A woman did not have to do something 
specific to provoke the man. Women were obviously not safe in their own home. Moreover, 
the woman was made to believe that it was her fault, that she had provoked such behaviour 
thus making her feel completely trapped. . 


Satish: Usually men want to control their women. They want to show their power and this 
often ends in violence. 


Kumari: Men think that women are their property. They can treat them any way they want. 
Ramana Reddy: Most men get a thrill from hitting. 
The participants wondered whether such a situation existed in the cities as well, where they 


felt there was 'more awareness' among women. Responding to this, we said that although 
many significant changes had taken place in society, deep-rooted patriarchal attitudes 
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towards women and women's roles had changed very little. Domestic violence is about 
control and power in a relationship and is as common in well-to-do homes as anywhere else. 
Violence against women is the result of unequal power relations between men and women. 
A power relation that assumes complete control over a woman's body and visualises her 
either as a commodity for sexual pleasure or as a carrier to produce legitimate heirs. 


Under the present social structure, most women, no matter how educated or aware, may 
develop a negative self-image. The discrimination which they face right from birth, and 
which is reinforced at every step in their life, leads to internalisation of feelings of inferiority 
and low self worth. The attitude of society towards separated/single women acts as a 
powerful deterrent. Thus, women develop feelings of helplessness, guilt and inferiority, 
which encourage tolerance of male aggression, harassment and violence. This usually 
affects their ability to act when caught in situations of violence. Added to this is the fact that 
there is no support forthcoming from the neighbours and more importantly, from her family. 
She is repeatedly told 'to adjust, to bear and try not to provoke’. Often she is blamed for the 
violence. Society excuses the man but holds the woman guilty of provoking such violence 
by her own words or deeds. Due to both economic and social vulnerability, women are 
forced to live with their perpetrators and even "care" for them. 


No medicine for mental health problems 


During the discussion on violence, the participants pointed out its close link with mental 
health: 


There is a common saying in Telugu, 'Manovyaadhiki mandu ledu,' which means that there is 
no medicine for mental health problems. 


Appal Raju: If a woman talks about her problems to her husband, her mother-in-law and 
father-in-law also get to know, and then they all start abusing her. She may suffer from 
tension due to humiliation and this may make her mentally ‘unstable’. 


Manga added to this by once again stressing the effect this would have on her physical health. 
She said, "With such humiliation, even if she eats she cannot digest it, so she becomes weaker." 


Savitri shared an incident with us that took place in her village. 


Subbulu was 20 years old. One day she went to the | 
forest with some other women to collect tendu 
leaves. After a while the women noticed that | 
Subbulu was missing. After searching for two 
hours, they found her near a tree. There was a 
strange look in her eyes. She was unusually quiet. 
The following day they all went to the forest again. | 
Subbulu was also with them. All of a sudden, she 
left the group and ran to the same spot where they. | 
found her the previous day. She just stood there 
quietly. She had not plucked a single leaf. She also 
refused to return to the village. She agreed to 
return only after a lot of coaxing and cajoling. 
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The next day when they went to the forest, the women tried to stop her from going to that spot. 
Subbulu lost her temper. She fought with them and ran to the same place. . 


She became very quiet and refused to speak much to anyone, including her family members. She only 
said that on the first day the gods of the forest took her away and kept her with them for a long time. 
Later, whenever she went to the forest, they met her at the same place. Her family members thought 
she had caught some evil spirit in the forest. They brought the ‘bhuta vaidyudu’ (witch doctor), but 
his treatment did not help her. Her family stopped her from going into the forest. People thought she 
had gone mad. They did not try to discover the reason for her odd behaviour. Subbulu still does not 
speak much to people. She sits all by herself. 


Savitri added that Subbulu's husband was very rough with her and abused her verbally and 
physically. The participants tried to understand Subbulu's situation. She was obviously 
caught in a situation which was extremely stressful, and difficult to cope with it. She may 
not have been able to talk to anybody about what she was going through, neither was it 
possible for her to combat it all alone. Thus, she fell into a state of depression. However, 
Subbulu's ‘unnatural’ behaviour should not be looked down upon or stigmatised but she 
should get the affection and care that she desired. 


We suggested that Savitri should try and talk to Subbulu, her family members and husband, 
and get more details about the incident from the women who accompanied Subbulu to the 
forest. Subbulu definitely needed attention, care and support. It may not be easy for Savitri 
_ in the beginning, but she could take help from her colleagues to deal with the situation. 
Talking can be one of the effective means to help a person out of this sort of situation. 


The root of many mental ailments lay in social structures and practices. Any attempt to deal 
with mental health holistically would automatically take into account the root causes and 
raise fundamental questions about social practices and norms. 


The stress of work, both domestic and occupational, leaves a woman little time and space for 
herself. Living in hostile environments, women have no one to express or share their 
feelings with. Often suppressed feelings and frustrations find their own escape routes. 
However, the society's response to such conditions is hardly rational or sensitive. Women 
going through such phases are either beaten to remove the ‘evil spirit’ that is believed to 
have ‘occupied the body' or, in some rare occasions, worshipped as deities. People therefore, 
mostly resort to spiritual healing and black magic to treat mental illnesses. 


We explained to the group that even the government health care system did not take mental 
health seriously. Only a miniscule part of the health budget and services is devoted to 
mental health problems. Since the public health system has very little infrastructural 
facilities to deal with such problems it invariably views a person seeking such services with 
suspicion. However, it is important to understand that there is no immediate or 
symptomatic treatment for mental health, and insensitivity on the part of the care givers acts 
as a barrier to accessing help. 


Chandra felt that the stress related to marriage was an important factor influencing mental 


health. Kannayamma said that deserted women and widows experienced a greater amount 
of stress due to social and economic reasons. Pandu shared that lately there was an increase 
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in suicide among women because of mental stress and tension. 


The issue of stress and responsibilities resulted in the most interesting discussions. Women 
argued that men did not suffer much from stress. Men refused to accept this assumption 
and argued that they too went through a lot of mental tensions, as they had to bear the 
responsibility of the entire family. 


Chellana Dora: | am preoccupied all the time with the thought of getting my two sisters 
married. How can | manage everything with my limited income? This tension has ultimately 
affected my physical health. Very often | get stomach pain. . 


Raja Reddy: We do not have any land. | have to look after my parents who are old and sick. 
| also have to work beyond my capacity to feed the other family members. 


Appal Raju: Whenever there is crop failure, we can't sleep. We keep worrying about the 
future. 


A heated debate followed in which men and women challenged each other on the kind of 
problems they had to face. Finally, they agreed that both men and women faced stress, 
though the nature of this was usually different. However, women definitely had to face many 
kinds of stress, both physical and emotional, from various quarters. What made the situation 
even worse for women was society's perception of this stress. For the woman the spaces for 
sharing concerns, problems and tensions were almost non-existent. She hardly had anyone 
to talk to. The family expected her to bear everything silently and obey unquestioningly. 
Matters concerning the household must never go ‘outside the house.’ If they did, the woman 
was charged with having betrayed the honour of the house or worse, labelled as mad. Given 
the emotional demands made on her throughout her life and the pressures to stay silent, it 
was not surprising that women got depressed, while men rarely reached this level of turmoil. 
This understanding led to an intense discussion about sharing of responsibilities and tensions 
with one's spouse and for them to be sensitive to each other's situation. 


It was clear from the interactive discussions that women's health needed special attention. 
This was because societal attitudes, biases and unequal status of women within the family 
and society affected who fell ill and why and what kind of quality health care services was 
available. Discussing women's health and gender issues in a mixed group was especially 
interesting as both men and women spontaneously expressed their own point of view. They 
provoked and challenged each other. These arguments and counter arguments often led to 
a sharpening of perspective and building up of a gendered understanding of issues. These 
interactions were also significant as they indicated changing interpersonal relationships. 


Since this was the first session in which gender issues were taken up, the focus was largely 
to voice concerns and set forth the process of thought and analysis. Obviously, 'correct' or 
gender-sensitive statements did not necessarily mean that deep-rooted attitudes had 
changed. This was because men and women often unconsciously played their gender roles 
and hence reinforced them. We, however, hoped that as these issues would come up 
repeatedly for analysis and discussion, through the course of the training, it would help the 
participants to arrive at an in-depth understanding of gender issues. 
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Hybrid thindi - Hybrid manushulam 
Hybrid food - Hybrid people 


Food is deeply rooted in culture. The food habits of a particular community are a 
reflection of people's life style and provides a glimpse of how they relate to the 
social structure. A complex interplay of factors influences the food habits of people 
and they evolve from the cumulative body of knowledge through history, beliefs, 
habits, regional characteristics and cultural practices. Every community possesses 
a collective wisdom about what is considered ‘ideal food' and ‘ideal food habits’. 
Thus intake of food is one of the most important factors that affects health and 
carries with it a cultural baggage that needs to be understood within the socio- 
cultural setting from which it has evolved. This is because what we eat is to a large 
extent dictated by social factors like caste class, gender, ethnicity, etc. 


Moreover, with the global economy making extensive inroads into the lives of 
ordinary people, the knowledge system derived from centuries of practice is eroding. 
The changing socio-economic environment has threatened the traditional mode of 
life, but it has not provided an alternative that is achievable, accessible and affordable. 
The World Trade Organisation (WTO), the International Monetary Fund (IMF) and 
the World Bank (WB) - are widely propagating and are in favour of transnational 
corporate interests and private capital over people. These organisations play a major 
role in formulating global and national policies, for example, unfair means of trade, 
impossible debt and continued appropriation of national resources (human and 
material), which are imposed on developing countries. As a result, in the 1980s, the 
‘third world’ was the net exporter of money through debt payment. The resultant 
policy measure to deal with this economic crisis was a shift from agricultural and 
industrial production of staple foods and basic goods for domestic use to 
commodities for export. For example, the government planned to export the major 
part of the 45.7 million tons of foodgrain stocks with the Food Corporation of India 
(FCI) at subsidised rates, rather than make it available in the domestic market, 
including for those living in drought situations. 


The situation is critical even for those who own 5-10 acres of land, as the National Nutrition 
Monitoring Bureau (NNMB) data shows - they did not get the recommended daily dietary 
allowances of 2287 calories (Nutrition News, vol.18, no.4, 1997; cited in Qadeer and Sagar, 
2002). Hence, we can gauge the predicament of the people with much less resources. 


These policies have an adverse impact on the whole population particularly women. In 
many poor families, pregnant women eat 500 calories less than what they need every day. A 
study by Madhura Swaminathan reports that in 1991-92, 44.2 percent could not afford a full 
meal, in 1993-94, this figure rose to 47.7 percent (Towards the People's Health Assembly 
Book-3, 2000). 


During our field visits we noticed obvious signs of malnutrition, especially among women 
and children. We tried to explore the reasons for malnutrition and its health consequences 
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in the area, which apparently was rich in various kinds of vegetables, cereals, fruits, and 
meat. The participants explained that though the area was rich in bio-diversity and offered 
a range of foods, they were not always in a position to buy or consume them. The reasons 
they listed were: 


Change in the cropping pattern 

Limited access to forests 

Lack of purchasing power 

Inefficient Public Distribution System (PDS) 
Cultural practices and beliefs 


Though the first three issues and their relation to food availability and health were discussed 
extensively in the earlier sessions, we brought these issues back into the discussion so that 
the participants could recapitulate these and then move on to analysing the other two in 
detail. 


om 


Changes in the cropping pattern 


"Earlier we used to eat all kinds of food, for example, millets like gante, sama, chollu, korra 
(kinds of millets) and fruits like mangoes, toddy fruit, etc. We rarely fell ill because of this. 
You can check with the elders who were much healthier than us. Now we eat ‘hybrid food,’ 
we are ‘hybrid’ people." 


Traditionally the diet of the people in the area consisted of the crops that they grew. When 
cash crops gained priority, more and more people began to grow cotton, tobacco and high 
yielding varieties of rice. The staple food of the people changed from millet to rice and other 
food items that the market provided, and those that they could afford to purchase. 
Purchasing power began to dictate the food that people ate and often they had to curtail 

their daily food intake, leading to malnutrition. Pesticides and chemical fertilisers that were © 
used for these 'new' crops were also different and brought with them a host of new diseases. 


Limited access to the forest produce 


Forest produce like roots, tubers and fruits used to 
sustain the community for generations through lean 
seasons and droughts. Reduced access to the forest has 
forced the community to discontinue intake of certain 
varieties of food items that they were accustomed to. Not 
only has this meant a less nutritious diet, it has also led 
to increased dependence on agriculture as the main 
source of livelihood and produce. 


High prices and lack of purchasing power 


The participants said that economic factors had 
influenced the changes in dietary practices. A steady 
reduction in income, coupled with indebtedness and ! 
inflation had made purchase of nutritious food difficult. 
The market based economy had eroded the traditional 
systems. Due to their marginal position in the society 
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they were not able to access whatever the market had to offer. Thus they became ‘doubly 
disadvantaged. ' 


Inefficient Public Distribution System (PDS) in the area 


The limitations, inefficiency and corruption in the PDS have also had a significant impact on 
the availability of food for consumption. We explained that the PDS came into being in the 
post -independence era, when the Indian State planned for ways to improve securities for 
the people. In terms of food, this meant opening outlets where essential commodities would 
be sold at subsidised rates to people according to their needs. Though an excellent public 
measure on paper, the PDS today is ailing due to a number of reasons ranging from non- 
availability and poor quality of commodities, lengthy procedure for making a ration card 
(card used to access PDS) ,to faulty recording and black marketing. The government policy 
sidelined the crucial link between morbidity, mortality and nutritional status and 
subsequently let the PDS degenerate into a scheme that no longer protects the vulnerable. 

We discussed in detail the functioning of the PDS and Fair Price Shops in the CEAD area. 


There were two kinds of ration cards based on the income levels of families. People below 
the poverty line, with an annual income of Rs.12000 were given the white card. Those with 
incomes above Rs.12,000 were given the pink card. 


Income below Rs. 12,000 per annum Income above Rs. 12000 per annum 
White Card Pink Card 


a. 4 kilogrammes rice at Rs. 3.50 per kilogramme 4 kilogrammes rice at Rs. 3.50 per kilogramme 


1 kilogramme sugar, 5 litres kerosene and wheat 3 kilogrammes sugar, 4 litres kerosene per month 
(sometimes) per month 


Most of the participants felt that the quantities sanctioned were inadequate. Furthermore, 
high levels of corruption in the PDS deprived people of whatever they were entitled to. More 
often than not, they had to buy food from the open market, which was very expensive. 


Ratnam: In a poor family the staple food is rice. How does the government expect that 4 
kgs is enough for a month? If we eat properly, each member can easily consume half a 
kilogramme of rice per day. Rice is the only food available that gives us sufficient energy to 
do all the hard work that we have to do. 


Lakshmi: If a family has three people they get only 12 kilogrammes of rice, which may be 
consumed within 6 days. For the remaining days we end up buying food from the market 
at a higher price, or we eat less, so that the same 12 kilogrammes lasts for 15 days. 


Pavan: Often the ration dealers exploit people. They use faulty scales and cheat the people 
by selling lesser quantity for the price that they pay The dealer cannot refuse when the Civil 
Supply Officer recommends that someone get 40 kilogrammes of rice from the ration shop, 
as his license may be cancelled. The situation deteriorates even more during elections. The 
Election Commission has passed a new rule that polling officers should not eat food at the 
village head's house. This is to prevent bias towards any of the contesting parties. As a result 
the entire responsibility of feeding the polling officers falls on the ration dealers. 
Subsequently, we have to bear the brunt, because all this is adjusted from our quota. 
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Chandra: In times of crisis the 
poor often mortgage their ration 
card for Rs 200 or more to the 
local moneylender. Sometimes 
men who are alcoholics sell their 
ration cards. The moneylender 
collects the entire ration and sells 
it for a higher price in the black 
market. 


The PDS seeks to provide to the 
people six essential commodities, 
rice, wheat, sugar, edible oil, soft 
coke and kerosene oil. The 
central government has the | 2 i | - 4 
responsibility of providing these to the state EUcoraaeas However, state governments are 
exhorted to add other essential commodities like pulses, salt, candles, match boxes, ordinary 
clothes, school text books/copies and the like. Supply of additional items through PDS is 
especially relevant in interior areas, which are away from markets and where one or two 
traditional shopkeepers, who also double up as money-lenders, have the market monopoly. 
A number of state governments have set up Civil Supplies or Essential Commodities 
Corporations to buy such additional items directly from the manufacturers and use the 
existing structure of the PDS to arrange the sale at lower-than-market rates. 


We asked the participants if there were any differences in the supply from the PDS over the 
last twenty years or so. Most of them remembered that in their childhood rice, sugar, wheat, 
kerosene, jowar, cooking oil, pulses and even clothes were available from PDS. In some 
places, other items like soap were also sold at subsidised rates. However, in the last twenty 
years, only rice, sugar and kerosene were available through the PDS. 


We shared that this is a consequence of the changing economic situation and globalisation. 
We explained that the world economy has grown rapidly. The average value of foreign 
exchange transaction has risen steeply. This deregulation has led to financial volatility and 
created unemployment, hardship, labour-insecurity and marginalisation. Thus economic 
expansion and liberalisation resulted in greater inequality, both within and between 
countries, which is then reflected in availability and affordability of food and health services. 


The entry of the private in the public sector - banks, key industries, railroads, highways, 
electricity, schools, hospitals, and even food and water, which were initially managed by the 
government, has profoundly altered the nature of the country's economy, with 
corresponding effects on the lifestyle of the people. 


Thus, while the production of grain in our country has gone up substantially most of it is 
exported. Since market economy does not believe in subsidies, the state is gradually 
withdrawing its welfare schemes. This spells disaster for many people for whom these 
subsidised foods form an important security, no matter how inefficient and corrupt it is. We 
pointed out that though there are many problems with the PDS, it is the only facility 
available for the people. People have a right to the PDS and they can therefore demand that 
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Supply of Essential Commodities 


The Central government, under the provisions of the Essential Commodities 
Act, fixes a levy percentage, and accordingly, every sugar factory has to 
deliver that percentage of production to the government. Presently, the levy is 
40 per cent. Every month the central government allots to the state 
governments a share of the sugar out of the overall levy quantity on the basis 
of 425 gins/capita on 1991 population. State governments then arrange to lift 
it from the nominated factories and arrange to sell it through the PDS. Sugar 
factories deliver the sugar at the cost fixed by the central government, which 
in turn is based on the minimum support price payable by the factories to the 
sugarcane farmers. The non-levy or free sale sugar can be sold by the 
factories in the open market at whatever price they like. 


Edible Oil The distribution of edible oil through the PDS has now become an occasional 
phenomenon. Whenever production of oilseeds dips, prices of edible oils rise 
steeply, making them too expensive for poor people. The central government 
imports oils like palmolein or rapeseed through its trading agencies and allots 
them among state governments who sell it through the PDS. Depending on 
its international prices and the domestic price, oil may be sold at subsidised 
prices or at no loss no profit basis. 


Soft Coke Soft coke is allotted to state governments from out of the stocks held by the 
public sector coal companies. As this is a cheap cooking medium for very 
poor households, it is sold at substantially subsidised rates. As and when 
areas are covered by distribution of LPG gas, in cylinders or through pipes, 
the allocation of soft coke to the states is reduced. 


Kerosene Oil Kerosene oil is used both as a lighting material and a cooking fuel by poor 
households - as cooking fuel mostly in urban areas and as lighting material 
mostly in interior rural areas. The supply to the state governments, on the 
basis of allocations made by the central government, is arranged by the public 
sector oil companies either from domestic production or by imports. It is also 
sold at subsidised prices. 


Rice and Wheat _ As far as rice and wheat are concerned, it is the Food Corporation of India 
__ which builds, holds and distributes supplies. The stocks of these commodities 
are built almost entirely through domestic procurement. As detailed 
_ elsewhere, imports are now occasional and in small quantities. These stocks 
are utilised both for allocations to the state governments for distribution 
_ through the PDS and also for maintaining a national buffer. In years of good 
production, procurement levels are normally high, distribution is less and there 
is a buildup of buffer stocks. In years of poor production, the distribution is 
more ( due to higher demand and better lifting by States/Union Territories, and 
- _ the buffer stocks get drawn down. 


Ref: Public Distribution Bofors in India (1998) - evolution, efficacy and need for reforms. 
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it functions effectively, is revived and improved and is accessible. It is important that people 
use the PDS as much as possible, so that the government is forced to reconsider its decision 
to discontinue it. 


We shared an initiative wherein a group had intervened and tried to improve the PDS. 


Samaj Pragati Sahoyog (SPS) 


Samaj Pragati Sahoyog (SPS) a group that works with the tribes in the Bagli Block of Dewas District, 
Madhya Pradesh. There was an existing mobile service of the PDS that operated on particular days 
but its service was rather poor and suffered from all the maladies afflicting the PDS anywhere else in 
the country. SPS tried to work at all levels, to organise itself by ensuring availability and systematic 
delivery of goods, so that each villager got a fair share. The villagers were informed of the schedule 
well in advance and asked to follow a queue system. Before delivering, the credentials of each villager 
or the ration card was checked. : | 
The other reason for the success of the scheme’s implementation was that SPS changed some of the 
basic rules. They identified the items that were more in demand and increased the supply quota by 
the order of the Collector. This intervention made the PDS very popular and people from many 
villages started utilising the service. 


Ratnam: From our village, we have to go to a nearby village, where a mobile van provides 
kerosene. We are often not aware of its schedule and face difficulty in accessing it. So we 
are unable to use the service and end up buying kerosene from the market, paying double the 
price. | would like to talk about the SPS experience in my village meeting. 


Many of the participants felt that they could intervene and change the situation in their 
areas. Pavan took the initiative to visit the Civil Supplies Officer (CSO) in his area to ensure 
the prices and supply of ration to the fair price shops. 
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Roju thine aaharam (Regular meal pattern) 


After discussing PDS at length, we moved on to other issues linked to food and health. We 
used the food ranking activity to explore the kind of food items consumed most frequently 
by people in the area, to understand what an average meal consists of and to examine the 
reasons for preferring certain kinds of food over others. 


e Each participant was asked to list the daily meal pattern of an average family. 

e The commonly consumed food items were listed (vertically) on a chart The reasons for 
the consumption of a food item such as affordability, taste, filling, etc. were listed 
horizontally, in separate subsequent columns. 

e For each food item, the most important reason for consuming it was given 10 points, 
followed by 9 points for the second important reason, and so on. 

e All the food items were similarly ranked. 


Food items Easy to Tastes Fills High Grown 
cook eee stomach i status in field 


The activity gave rise to a discussion about what determined people's eating habits. While 
taste and economic factors appeared to influence the choice of food items to a large extent, 
factors like social status, cultural practices also determined what people ate. Political, social 
and economic influences were particularly evident in the case of people choosing to eat rice 
over other traditional crops, despite knowing the higher nutritional value of the latter. 
People preferred rice because of the higher social status associated with eating it. Other 
reasons for eating rice, chaaru (a preparation with tamarind water) and brinjals were that 
they were easy to cook and eaten primarily to 'fill the stomach’. Moreover, they were cheap 
and easily available. Some food items, though high in nutritional value, like eggs, milk, 
meat, were eaten less frequently as they were expensive. Availability and cost were the 
primary reasons determining consumption of such food. 


Beliefs and Practices 


Apart from the economic reasons, the role of beliefs, restrictions and practices were evident 
as factors influencing food habits. 


Hot and cold foods 


The participants said that there was a strong belief in the concept of vedi (hot), chaluva (cold) 
and vatam (gas producing/bloating) foods. Just as each person's constitution (sharira 
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tatwam), food items too were classified as hot or cold. They explained that 'hot' food heated 
up the body just as ‘cold’ food cooled it and 'gas producing’ foods caused gas in the body. 
A meal should have a balance of both or it might lead to health problems like cold, heavy 
bleeding during menstruation, indigestion or diarrhoea. We tried to list the food items 
under each category: 


Heat producing Cold producing Gas producing 

polished nice, ned gnam, gneen gram, cumin, bengal gram, potato 

black gram, honse gram, guava, custand. apple, tomato, tapioca, pumpkin, 

gantic, Joggeny, all nidge gourd, banana, colacasia noots and leaves, 
vanietica of meat, onion, coconut waten, brinjal 
eggs, pickles, spices, cund, butten milk, lemon, 
milk, gongura leaves, cucumben, gneen leafy 
mango vegetables, kallu 


We shared with the group that during our previous workshops in Uttar Pradesh and Bihar, 
we had come across similar perceptions about food. Although these perceptions are rejected 
by modern medical theories, it does not mean that these beliefs are irrational. Since these 
perceptions are based on the experiences of several generations these should be carried 
forward and supplemented wherever necessary. The category of food items that are heat 
producing, are usually proteins or fats (about which we shall learn in detail later), which 
release more energy on digestion. The cold producing foods, however, are those, which 
maintain the body temperature. 


Food habits 


The participants recollected their experience during a workshop held in Gujarat where they 
were served dal at every meal along with sprouts. This was completely different from the 
kind of food they were used to and most of them had difficulties adapting. These foods were 
not part of their regular eating habits. 


™™ Hence, lack of food is not the only reason for poor 
*. nutrition. Because of cultural influences people tend to 
leave out foods which are nutritious. Often the family '! 
# may also play an important role in shaping the food 
habits. These habits are passed from one generation to 
the other. Apart from these the markets and institutions 
| also play a significant role in influencing food habits. 
For example, we accept some foods just because of their marketing 
strategies. How 'safe' is this food that could be contaminated by 
excessive use of chemical fertilisers and pesticides. 


Food restrictions 


In our discussion on food practices, restrictions on certain food items in different phases of 
life came out very sharply. It was clear that food restrictions, which had developed as a part 
of the cultural and ritualistic practices, were mostly imposed on women. Every woman 
faced food restrictions at crucial junctures in her life - during puberty, menstrual cycles, 
pregnancy and childbirth. For men, restrictions were imposed only in case of ailments like 
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jaundice or urinary infections. The group shared the changes introduced in the diet during 
various illnesses. What was significant was that if there was a restriction on any particular 
food item, another food item was always recommended as a substitute. For example, if 


bengal gram was bad for a person suffering from indigestion, moong dal was a good 
substitute because it did not produce gas. 


Ratnam: During jaundice there are strict restrictions on the diet for two weeks. Ghee, 
turmeric, oil and non-vegetarian foods are prohibited. Gourds, plain rice and a few green 
leafy vegetables are included in greater quantity. 


Pavan: Fish, brinjals, yam and eggs are forbidden for people suffering from skin infections 
and STIs. 


Nageshwar Rao: A person suffering from urinary infection is not allowed to eat meat and 
cooked horse gram. Buttermilk, curd and ragi are recommended. 


Kannayamma: For men, food restrictions are by choice. It is something they have to do for 
themselves or for their health. But for women these have social, religious and cultural 
connotations. They play an important role during menarche, pregnancy and lactation. 

Manga added that for some time following menarche a girl's diet is regulated. ‘Hot food’ such 
as pulses, meat, eggs and fish are forbidden. These foods are said to increase the menstrual 
flow. She is given a special preparation made with jaggery’ and ragi. However, after the first 
menstruation she can eat normal food. 


Savitri did not agree with this. She said that though the restrictions were more during the 
first menarche, in some places they continued even after that. During the menstrual period, 
girls and women were supposed to avoid curd, fish and eggs as they produced a foul smell. 


We then discussed the food restrictions during pregnancy and lactation. 


Kumari: People believe that a pregnant woman should not eat too much, otherwise the baby 
would grow very big and it would be difficult to have a home delivery. 


Chandra: During the second and third months of pregnancy, a woman is not supposed to eat 
papaya as it is believed to cause miscarriages. 


Ganesh: If a pregnant mother eats lots of eggs, the child will be bald like an egg. 


The group shared that there were some very specific recommendations regarding the kinds 
of meat a pregnant woman should avoid. The meat of a hen bitten by a fox or a lamb bitten 
by a tiger or other animals should not be eaten, as this might adversely affect the baby. The 
baby might suffer from mumps, or digestive and skin problems. 


There were many restrictions on a woman's diet during the lactation period too. Savitri 
shared that lactating women were not allowed to eat eggs, boar meat, fish, horse gram and 
pumpkin for six months after delivery, for the fear of heavy bleeding. On the other hand, 
garlic and ajwain were recommended during lactation to increase flow of breast milk. 
Pandu said that for twelve months after delivery, the mother should avoid eating certain 
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foods, as these were associated with problems for the mother and child. 
We asked the group to list out the restricted food items and the illnesses associated with them: 


Food Mebness 

honse gram nespinatony infection (mother and. child) 
coconut vomiting in childnen 

fish wants in childnen 

yam, colocaaia, drumatick, jack fruit, egg, tetanus (mothen and child) 

buttenmilh, brinjal and pumpkin 

Mango heat (mothen and child) 


What came out sharply was that the cultural beliefs and practices was detrimental to women. 
Rather than judging whether these restrictions were arbitrary and should be abandoned, we 
felt that it was important to go beyond the surface and analyse the social forces that shaped 
them. What was significant was the absence of health services during pregnancy and 
childbirth had also given rise to a series of beliefs and practices. It had. forced people to 
manipulate their food intake during pregnancy so that the growth of the child in the womb 
could be restricted. Thus, before discarding and criticising the traditional belief system, it is 
important to unearth these practices and understand them. 


Properties of food, and the nutritive value of local food items 


This exercise helped us classify all the commonly consumed food items into food groups. One 
reason given for consumption of a particular food (in an earlier activity) was that it gave more 
strength and was 'rich/filling'. This led to a discussion on the properties of food, and the 
nutritive value of local food items. 


We explained that each food item has a different function. Some provide energy; some protect 
from illness while others help in the growth and maintenance of our body. A particular food 
item, however, can have more than one property. 


We categorised food into three groups and listed out the food items under each. 


Carbohydrates Proteins Vitamins/Minerals 


rice, wheat, maize, ragi, milk, curd, pulses, dark green leafy vegetables, 
sugar, potatoes, jaggery meat (all varieties), fish, bone, eggs, marrow, liver, 
butter, honey, oil peanuts, peas, jeera, til, ragi, fruits, 
tapioca, ghee, fish, curd, eggs 


Energy giving food is needed for the body's growth and development and for performing 
various functions. Deficiency of these foods in adults results in weakness and inability to do 
hard work. In children it results in slow growth and weak muscles. 


Growth and body building food is required for building and repairing the body. Growing 
children, adolescents and pregnant women need to eat more protein-rich food regularly. 


Protective foods are vitamins and minerals. They are essential for normal growth and 
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functions of our body. They keep the body healthy and free from disease. 

We explained that our food contains various kinds of Vitamins such as A, B Complex, C, D, 
E, K and minerals such as calcium, iron, iodine and phosphorous. These are vital for certain 
functions of the body, and their deficiency can cause specific illnesses. 


Vitamin A: It is needed for healthy skin and eyes. Vitamin A deficiency results in drying of the 
eyeball tear glands and night blindness. Children are most affected by Vitamin A deficiency. This is 
why the Government gives Vitamin A drops to children, free of cost, at the PHC. However, the ANMs 
or the PHC staffs do not give these drops regularly. Taking Vitamin A drops is not given as much 
importance as persuading parents to take their children for polio and other vaccination. The Vitamin 
A rich foods are papaya, carrot, pumpkin, green leafy vegetables and mangoes. 


Vitamin B complex: Many Vitamins are grouped under this category. Their deficiency causes loss 
of appetite, mouth ulcers and digestive disorders. B Complex is found in unmilled cereals, pulses, 
nuts, milk and milk products, eggs, liver and green leafy vegetables. 


Vitamin C: It increases resistance to illness and its deficiency leads to bleeding gums, general 
weakness, pain in the joints, loss of appetite. It helps in relieving cold and viral infections and healing 
wounds. Amla, lemon, sprouts and vegetables are rich sources of Vitamin C. 


Minerals: They are present in small amounts in our food and water. 


Calcium: It is needed for building strong bones and teeth. Its deficiency results in weakening of 
bones, impaired heartbeat and delayed blood clotting. Children, pregnant and lactating women 
require more calcium. If the mother’s diet during this period is deficient in calcium, then the calcium 
present in her bones is depleted. Consequently, her health and the child's health suffer. Calcium rich 
foods include liver, millets, milk and milk products, green leafy vegetables like drumstick leaves, 
fenugreek leaves, amaranth, jeera, til and dry fruits. The practice of chewing betel leaves smeared with 
slaked lime increases the intake of calcium. Chewing betel leaves several times a day by pregnant and 
lactating women in the villages supplies the extra calcium required during this period. 


Iron: It is needed to maintain the required amount of haemoglobin in the blood (Detailed explanation 
of haemoglobin and the link with anaemia was taken up in the session on the Body Systems). A low 
level of haemoglobin and reduced formation of new blood cells results in anaemia. A person suffering 
from anaemia becomes pale, loses appetite and feels tired. Women are more prone to anaemia and thus 
need extra iron because they lose blood during menstruation and labour. A pregnant woman needs 
more iron both for herself and the baby. Dark green leafy vegetables, whole wheat flour, puffed rice, 
whole pulses, ragi, liver, bone marrow, and jaggery are rich in iron. 


There was some confusion regarding the food groups, for example, iron. There were valid 
questions about whether it was the same as the metal iron, and if so, how did one eat it? 
Kannayamma recalled taking iron pills during her pregnancy. We explained that iron is 
available in nature in different forms. Iron is also there in vegetables and fruits, especially 
dark green leafy vegetables. Rambabu asked how sugar was devoid of iron while jaggery 
had iron, though they were both derived from sugar cane. We explained that jaggery is 
made in iron vessels whereas sugar was manufactured in the factory where it gets refined, 
thus losing much of its iron content. Cooking in iron vessels is believed to enhance the iron 
content in the food. 
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Iodine: It is essential for the normal functioning of the thyroid gland. We explained that lodine is 
essential for the growth and development of the body. Its deficiency results in the swelling of thyroid 
glands, which is known as goitre. Iodine deficiency could cause many other mild and serious problems 
such as mental retardation, squinting, stunting of limbs and frequent abortions, stillbirths and birth 
of mentally deficient children. 


Some participants asked what iodine was. We explained that it is a natural element found 
in soil and water and is essential for vital functions of the human body. But the amount of 
iodine required for a person is minimal. Normally the body gets its required amount of 
iodine from the food a person consumes. Seafood, especially seaweeds are rich in iodine. 
However, in some places, especially the hilly and mountainous areas, the soil is found to be 
deficient in iodine. Goitre is most prevalent in these areas. In such cases it is advisable to 
consume iodized salt. 


This classification helped us stress the point that it was important to include food items from 
all categories in our diet. To consolidate the understanding of different food groups we 
undertook the following activity. 


Run to the right food circle! 


We drew three large circles of the 
same size on the floor. Each circle 
was marked with the categories 
shakti (energy), perugudala (growth) 
and roga nirodhakaalu (protection). § 
We asked the participants to remain 
outside the circles. When a food 
item was called out the participants 
had to run to the circle with the 
associated property of the food. 
For example, 'pulses' meant that the 
participants should run into the 
‘growth’ circle. Those who were not 
in the correct circle were out of the 
activity. 


After explaining the activity we called out the names of different food items, ensuring that 
the locally available foods were included in this list. A few ran to the wrong circles and were 
out of the activity. Interestingly, when we called out ‘milk’, the participants were confused. 
Half of them ran into the ‘growth’ circle and half into the ‘protection’ circle. However, 
neither of them was wrong as milk had both the properties. 


With this basic information on the properties of food, we moved on to the issue of 
malnutrition specifically in women and children. 


Malnutrition in women 


When we asked the women about their most recurring illness, their reply was neersam or 
weakness. Neersam was the first sign of any illness. 
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We agreed with the group and shared that within the household there is gender based 
discrimination regarding the access to food for women, adolescent girls and girl children, 
both in terms of quantity and quality. Access to food is disproportionately tilted in favor of 
boys and men, which in turn impacts gender differentials in mortality. In many cultures it is 


usual for girls and women to eat less than men and boys and to have their meal after the men 
finish eating. 


Lakshmi: Whenever | feel weak, | don't have any interest in work. | prefer to rest at home. 
But that is impossible. 


Manga: Last year | had fever very often. My body became very weak after that. 


Kannayamma: | get blackouts regularly. In the beginning | thought it must be a sign of my 
pregnancy, but slowly | realised that | was weak. 


Constant tiredness, blackouts, general disinterest in work and reduced resistance to 
infections are symptoms of malnutrition. Even today a significant number of women and 
men continue to be grossly below the desired weight. However, malnutrition has been found 
to be a much greater problem in girls and women. Women, owing to their secondary status 
in society, increasing work demands, taboos and restrictions on diet and mobility are much 
more susceptible to repeated illnesses and chronic anaemia, a common indicator of 
malnutrition. Women in 
particular need adequate 
food to meet the high 
energy demands _ of 
pregnancy and lactation, 
in addition to hard 
physical labour such as 
farming, carrying water 
and collecting fuelwood. 
Iron deficiency anaemia 
makes pregnancy and 
delivery high-risk and 
life threatening events 
for women. A vicious 
cycle of 
undernourishment and 
ill health is set in motion: 
poorly nourished 
mothers give birth to low 
birth-weight babies. Low 
birth-weight babies have 
3-4 times greater risk of 
dying from diarrhoea, 
acute respiratory 
infections, and if not 
immunised, measles. 
Baby girls born with a 


low birth weight are, in addition, likely to face 
discrimination in terms of feeding and care, and grow up 
to be severely undernourished adult women. 


"Malnutrition in women has been 
further aggravated by repeated 
‘pregnancies and lactation. It is 
stated that the average Indian 
woman becomes pregnant eight Girls, in particular, are at risk of malnutrition during 


times and gives birth to 6 -7 adolescence, as this is a period of considerable growth and 
LO infant is breast fed de _ development of the body. The problem is further 
; ". compounded in our society where this transition to 

,. adulthood forces women to engage in early child bearing 

and rearing even before they complete their own physical 
growth and development. The iron intake of girls has been 
found to be much less than the recommended amount, 
~~ especially during adolescence, and the condition of 

anaemia worsens with Cape onan during menstruation. 


The government has not given serious thought to the problem of malnutrition among 
women. The services provided are selective and limited. While pregnant women are 
supplied with iron and folic acid, women suffering from anaemia due to heavy bleeding, 
worm infestations or other infections are neglected. Thus the state initiated programmes 
tend to focus on women as mothers or potential mothers rather than throughout the life 
cycle. Hence children, adolescent girls and all other women are left out. This in our 
understanding is also a heinous violation of rights, which has a negative impact on women's 
health. 


Malnutrition in children 


Kumari: Because it is believed that the child will be overweight if the mother eats well during 
pregnancy, she gets little to eat. As a result, the child is often born small and weak. 


Moreover, during lactation, the mother is not allowed to eat many foods for fear of health 
problems. Very often, because lactating mothers themselves are malnourished, milk 
production is inadequate. The participants told us that the concept of supplementary foods 
was very rare and usually the child was given only mother's milk till the baby was about a 
year. 


Lakshmi: In our families, no special preparations are given to children in the first year. After 
one year, at the most they are given biscuits or idli once in a while. Earlier, children were fed 
ragi porridge sometimes, which was nutritious. But now rice has occupied the place of 
millets, which is depriving them of nutrition. 


This means that children lack nutrients during the most crucial period of growth: between 
five months to one and a half years. Most of the children in the area are underweight and 
prone to illnesses. When they grow older they are given the usual meal that is cooked for 
the entire family. Thus, malnutrition, which begins in the womb, continues through infancy, 
and is further aggravated as the child grows older due to lack of essential nutrients. We 
reiterated the importance of including a variety of foods in one's diet. Usually a diet 
balanced with different kinds of food items (samatula aharam) ensures that there is no 
deficiency of a particular nutrient. 
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We explained the interrelationship between infectious diseases and malnutrition. Infectious 
diseases are an important conditioning factor responsible for malnutrition in small children. 
Diarrhea, TB, malaria, etc. contribute to malnutrition. It is indeed a vicious circle where 
malnutrition increased susceptibility to infections and infectious diseases contributed to 
malnutrition. 


We shared that some of the state interventions, for instance, supplementary feeding 
programmes for both women and children, are primarily based on an understanding that 
ignorance and illiteracy, largely among women, results in poor nutritional status of the 
children. Moreover, in a bid to eradicate the nutritional problem in India, the state has been 
heavily dependent upon pharmaceuticalised solutions. This has been evident in the Iron 
supplement programme for pregnant and lactating women, doses of Vitamin A to infants to 
tackle Vitamin A deficiency, ICDS and mid-day meal programmes. However, such myopic 
approaches and vertical programmes have failed to address the relationship of malnutrition 
in adults and children to food prices, minimum wages, purchasing power, women's 
available time and capacity to feed the children. Moreover, in a context where people are still 
struggling for one meal a day, and calcium and iron deficiencies are so rampant, how will 
these 'magic' pills eradicate malnutrition? 


It is apparent that nutritional status is linked to purchasing power, land holdings, wages, 
access to forest and the status of women and children. Gender disparities have a telling 
impact on the nutritional status of girl children, adolescent girls and women. There is an 
urgent need to address the relationship of malnutrition in adults and children to all these 
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issues and to the rising cost of food. Hence it is evident that thereis an inter-linkage between 
a healthy balanced diet and the health of people. However while talking of health status, 
there is a need to go beyond the physical access to health services and inadequate 
infrastructure, and focus on the underlying determinants which have a direct impact on 
people's well-being. In doing so, we should build on the existing knowledge system, reveal 
the interconnectedness of the local and the global forces that shape people's lives. It is 
important to understand that health is not just about illness and treatment. In a situation of 
constant stress due to overwork and low wages, or in a degraded environment, it is not 
possible for a person to remain healthy. 


So when there is abject poverty, even the best medical infrastructure will not ensure that 
people are able to access it, or that they will be healthy. 
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Eru meeda eru vachhe 
The flow of water 


iS a aencus concern that 58 years of independence have not secured access to 

clean potable water, a basic pre-requisite for life and good health, to the entire 

Indian population. Over 480 million Indians do not have access to safe drinking 

water. Further, there are tremendous disparities in access to water, with household 

access to safe drinking water varying from 74 percent in urban, 56 percent in rural, 

64 percent in scheduled castes and 43 percent in scheduled tribe households 
(Census of India 1994:67). — 


This has further deteriorated due to the emerging water 'market' in India, which is 
estimated to be over US $2 billion (one-third for water provisioning, one-third for 
municipal water treatment and one-third for industrial water treatment). 
Destruction of traditional irrigation systems, deforestation, declining control over 
common water resources, 'modern' toxic pollution and distributive inequities 
impair the achievement of the right to water for the majority of the population. 


The UN Committee on Economic, Social and Cultural Rights (ESCR) recognises 
access to water as one of the most fundamental conditions for survival and thus, the 
right to water as a basic human right essential for securing an adequate standard of 
living. It also calls upon the states parties to ensure that people have access to 
sufficient, safe, acceptable, accessible and affordable water without discrimination 
and regardless of available resources. At the national level, we have the more recent 
National Water Policy (NWP), 2002. However, action and implementation drags 
along at a painfully slow pace with an increasing number of 'stakeholders' viewing 
water as ‘commodity’ rather than 'a basic right.’ These failures condemn millions to 
continue living with non-existent or unsatisfactory water services, which results in 
ill health and death. 


Participants identified water as an important factor affecting health as most of the frequently 
recurring illnesses like typhoid, jaundice, cholera and gastro-enteritis are related to drinking 
contaminated water. During discussions they identified the following problems related to 
water in their area: 


e — Depletion of surface and ground waten 

e = Destnuction of traditional ayatemna of atonage and. iuigation 
e Anbitnany installation of hand. purnpa 

® 


Poon quality of water from hand. pumps often infested with worms and contaminated with minenals 


Where is the water? 


We asked the group to identify and map the sources of water in their villages. 


Taking Bhimavaram as a representative village, the participants drew a map of the village 
on the floor. All the water sources, including wells, hand pumps and streams were located 
and marked on the map using different coloured powders. 
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The map showed a stream very close to 
Bhimavaram, within a distance of half a 
kilometre. There were two wells in the village, 
, but they were not in use. Manga added that 
| due to lack of rain, most of the wells had dried 
up. There were thirteen hand-pumps, of which 
five did not function and three had traces of 
minerals, mud and worms. So, the ninety 
families of Bhimavaram village were left with 
five hand-pumps in working condition that 
» they could use for drinking water. Water from 
wells and streams were not used for drinking 
after the hand pumps were installed in the 
village. 


Bhadraiya: During summers, the wells ‘and streams dry up. In villages where there are no 
hand pumps, people have to walk miles to fetch water. During monsoons the stream water is 
muddy and cannot be used. 


Participants narrated how over the years, hand-pumps have come to replace streams and 
wells as the primary sources of water. Situated within the village, hand pumps made the job 
of fetching water more convenient. However, they did not necessarily improve the water 
availability in the area. The installations were done arbitrarily, without proper planning or 
involvement of the community. As a result, the water table fell steadily and the quality of 
the water deteriorated to such an extent that it was unfit for consumption. 


Is the water really safe to drink? 


Nageshwara Rao: Many of the hand-pumps in our village spew out water that is either muddy, 
especially during the monsoons, or is infested with worms. 


Savitri: Water from some of the hand-pumps leaves an oily film on the surface when left 
undisturbed for some time. 


The villagers had similar problems with the water from the 
hand-pump near the training hall. Participants said that 
their skin felt itchy after they bathed in the water. 
Participants from other villages also voiced similar 
complaints. We explained that this was mainly due to the 
presence of chemicals such as fluoride, nitrate or arsenic. 


The ground water in most parts of the country has been 
contaminated through extensive use of chemicals in 
agriculture and discharge of toxic and hazardous solid 
wastes that seep into the ground. Talking of the impact of 
these compounds on our body, we mentioned that arsenic poisoning is known to cause skin 
lesions, abnormal pigmentation of skin, thickening of skin of palms and soles, gangrene, 
skin cancer, etc. We shared that some studies from West Bengal have highlighted a very high 
number of arsenic affected villages and people, many of whom died from arsenic-related 
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diseases. Similarly fluorosis affects millions of people in the country and is endemic in 
several states including Andhra Pradesh. The bad taste and colour of the water can also be 
attributed to the presence of high quantities of iron. 


Unlike surface water, as deeper groundwater & 
sources are tapped, these chemicals contaminate 
the water. However, the overuse of pesticides 
and chemical fertilisers in irrigation, and 
indiscriminate discharge of untreated sewage, 
waste water and industrial effluents has also Bag@@ias 
resulted in the contamination of many rivers 7% 
and other surface water bodies like ponds, tanks { ¥sra@r 
and streams. This poses a major threat to both @gy "= 
human health and aquatic life. A number of skin | 
diseases and new ailments typical to those 
resulting from chemical pollution are also onthe * : See ee 
rise. The dimensions of this problem continue to pend due to the ae trend of 
globalisation marked by rapid industrialisation, deforestation and changing topography. 


Apart from the quality of water, there were other problems associated with installation and 
maintenance of hand pumps. Participants shared that once hand pumps stopped working 
or were damaged, they were never repaired. There was no maintenance or monitoring from 
the government or the community. Some hand pumps did not have any platform around 
them. 


Manga: After the installation of the hand pumps, no one comes to service them or to see 
whether they are working properly or not. 


Raja Reddy: In the interior villages, there are no hand pumps. People still use stream water 
for drinking and domestic purposes. 


Raja Reddy's comment led us to discuss how safe it is to drink water from the streams. The 
group shared that people do not drink the water directly. They have a traditional technique 
to filter the stream water, which they were eager to talk about. 


These are our traditional techniques... 


Appal Raju: We dig a 3-5 feet deep pit in the sandy bank or the silt bed of a stream or a river. 
This pit is called Chelima. In a few hours the underground water filters through the sand or 
silt and fills the pit. One Chelima can give us 20-30 buckets of water. Once it is empty, we fill 
it up with sand and dig another one. 


Chellanna: The hand pumps came recently, about 10 years back. Before that, people drank 
water only from the Chelima. In fact the Chelima water is more pure than the stream water 
as the sand filters all the dust particles and other impurities. Our elders still prefer to drink 
the Chelima water because the water is clean and sweet to taste. 


They also shared a few other local techniques for water storage, which were practised by the 
people as recently as 10 to 15 years ago. 


af 


Papa Rao: In summer when there is no water in the stream, villagers embed several concrete 
rings, one on the top of the other, in the dry bed in the form of a cylindrical barrel. During 
monsoons, water fills the barrel and submerges it. At the onset of summer, when the stream 
dries up, the villagers locate the barrel and remove all the sand from it. The water left in the 


barrel is used for drinking and cooking purposes. This process of extracting water is not much 
in practice these days. 


Ratnam: Our elders used drumstick seeds as a purifier. The seeds are powdered, tied in a 


cloth and immersed in the water storage vessel. Even this practice is on the verge of 
extinction. 
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We asked the participants why traditional water resources are no longer in use. 


Bhadraiya: We have become used to hand-pumps. Hand-pumps are more convenient to use 
and consume less time. We don't have to walk long distances in search of streams or wells. 


Chellanna: For the past few years there has been a shortage in the rainfall. Due to this, it is 
difficult to get water from the Chelima. 


This led to a discussion around the state of droughts in Andhra and many other states in 
India. We shared that though drought is one of the serious problems confronting our country 
today, drought itself is a complex phenomenon and there is a need to distinguish between 
the 'real' drought and the 'rigged' drought. We stressed that these man-made droughts are 
the result of deforestation, destruction of traditional irrigation systems, privatisation of 
water resources and large 'development' projects including dams. 


The group wanted to know more about the impact of these development projects and 
privatisation, on human lives and environment. 
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We shared information about the Narmada Valley Project, one of the biggest river valley 
projects, which involves the construction of 30 large dams, 135 medium sized and 3000 
minor irrigation schemes. Besides the environmental degradation, an estimated one million 
people will be displaced as a result of this and have to be rehabilitated. The affected were 
mostly the marginalised tribal population (constituting 40 per cent of those displaced by 
development projects), who did not have legal land titles and hence were not entitled to 
compensation. In one such rehabilitated village in Gujarat, 36 deaths were recorded in a 
period of 2 years with unusually high incidence of diarrhoea, dysentery, nutritional 
deficiency, etc. Unfortunately Environmental Impact Assessments (EIA) and Cost-Benefit 
Analysis (CBA) never accounted for these losses. 


We discussed about the ongoing campaigns in the country against large dams like the 
Narmada Bachao Andolan. Some of the participants were familiar with the campaign and 
stressed the importance of such a movement in bringing about social change. 


Reflecting on the government's preoccupation with ‘projects’, the group also pointed out the 
government's attitude towards traditional systems of water. They shared that the lack of 

encouragement by the government to 
continue utilising traditional water sources 
and the stress on bore wells and hand- 
pumps had _ also influenced the 
community's preference for non-traditional 
sources. 


| Ratnam: The government is asking us not to 

= drink water from the chelima. They are 

- providing hand-pumps, but the water from the 
hand-pump is not checked regularly. 


Papa Rao: The Government officials ask us to 
boil water and drink. Drinking boiled water is 
not a part of our culture. Boiled water has an 
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insipid taste. Moreover, when we have so much agricultural work during monsoons, where do 
we find time to boil and drink water? Why can't the government take the responsibility of 
providing clean water? 


Satish: Even though the government is primarily responsible, the community should also take 
some responsibility in maintaining cleanliness near the hand pump and in the village as well. 


We debated on the points raised by Papa Rao and Satish in detail. We arrived at the 
conclusion that though it is true that regular chlorination, maintaining supply of safe 
drinking water, preventing and controlling epidemics are all responsibilities of the 
government the community too has the duty to maintain hygienic conditions near the water 
sources. This led us to discuss the state's response to the problem of safe drinking water. 


Role of the state 

We explained that apart from providing safe drinking water, monitoring and maintaining its 
quality is also a defined role of the government. With the aim of maintaining acceptable 
water quality, Government of India launched the National Drinking Water Mission 
(NDWM) in 1986, a national programme of integrated drinking water management in the 
villages. One of the tasks of this mission was to conduct regular water quality assessment of 
drinking water sources. On getting information regarding the inferior water quality of a 
particular hand - pump, the concerned authority is supposed to send the water for testing 
and take necessary action. 


However, the realities are starkly different 
National Water olicy 2002  . and the progress highly unsatisfactory. 

In lieu of the ch ging global since end linieoas of Even rudimentary facilities for water 
the NWP. (1987) in meeting the water needs of the quality monitoring are still not available in 
population, a rigorous closed-door ‘amendment’ Wits? gabe 4 cehleel eles 
exercise led to the approval of a revised NWP in 2002. age ' 
This ‘old wine in a new bottle’ has failed to rectify the _ Administrative negligence, absence of 
flaws that the old policy suffered from. Its continued — institutional framework for such 
obsession for and limited understanding of ‘water programmes, changing government 
resource projects’ in terms of dams and reservoirs is priorities and public apathy are the 

highly disturbing. — More disturbing is ‘the fact that impediments in achieving the desired 
despite the growing awareness of the importance of quality of water supply. 
community management of common pool resources, — 


the policy gives no space to this approach. A greater 3 : 
challenge exists in the present context in which giant We also shared the framework of National 


corporations are trying to get control over the world’s | Water Policy (NWP). The policy initiated in 
water resources under full protection of the WTO 1987 took note of the emerging 
regime, thus posing a great threat to developing environmental concerns around water and 
nations who stand to lose of losing their own natural §=accorded priority to safe drinking water 
resources. We shared with the participants how the albeit inadequately. The main strategies 


IMF and World Bank give loans to nations on ees 4 th 
conditions including demanding privatisation of ete be it © PS ee 


essential natural resources including water. Similar _ installation of bore wells and pumping 
attempts have been made in most ‘third world’ water to overhead tanks, thus supplying 
countries including Ghana, South Africa, Ecuador, etc. entire villages and providing training to 

: local community for maintenance in case of 

any breakdown of hand-pumps. Heer the major flaw of the programme was its 
autocratic nature of planning and a highly inadequate coverage. Several hamlets within a 
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village were left uncovered. Moreover, the second strategy of providing training to tackle 
the common breakdown of hand-pumps remained only on paper. 


The effective working of the policy still seems a major challenge. The altered pattern of water 
usage owing to rapid expansion of sectors other than agriculture, the emergence of several 
stakeholders in the evolving water 'market' and the increasing privatisation of drinking 
water supply and distribution are some of the major threats faced by the ‘third 
world'countries. Thus, in addition to poor services and quality, is the new threat of 
unaffordability. 


However, we stated that while the government remains casual about water supply, it is also 
true that people are indifferent towards health and hygiene. Safe water sources remain safe 
only if they are properly maintained and protected from contamination and misuse. 
Cracked platforms, stagnant water, cow dung and other garbage near the hand pump 
contaminate ground water. These conditions lead to the breeding of mosquitoes and are the 
source of water-borne diseases in the area. Only a sense of collective ownership and 
responsibility towards their common water source can prevent this from happening. But it 
is also difficult to expect collective responsibility when the community has no role in the 
planning and decision-making process. We reiterated that the need of the hour is not 
exclusive control or a top down approach towards design and implementation but a 
participatory approach involving the local communities in management of water resources. 


Gender and water 


Since the participants had constantly made remarks about women being more severely 
affected by the limited water resources, we decided to explore further. 


Savitri: Women and water have a strong relationship. From the morning she has to do many 
things with water...fetching it all the way from the canal (in some places) or hand pumps. 


Ratnam: Carrying water leads to problems like headaches, shoulder pain and back aches. 
Since women are often overburdened with work, they often do not have the mental or 
physical energy to see if the water is boiled or not. 
Lakshmi: We have a major responsibility when it comes to water. Starting from water for 
cattle, household work, bathing...for everything, women have to get water. At the most men 
carry one or two buckets, that too under compulsion. 
As fetching water is considered predominantly women's work, this resulted in a heated 
debate around the men’s role in sharing this responsibility. Responding to this, the male 
participants narrated their own experiences. 
Chellana: | fetch water only when my wife is not well. 
Raja Reddy: | have to fetch water since my wife is pregnant. 


Satish: My mother and my sister fetch water for the household. If they are not in town then | do. 


Pavan: | fetch water for the entire family. 
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Though we got mixed responses, it was evident that bringing water is seen as essentially a 
woman's responsibility. We shared a quote from one of our trainings in the North. "Aurat ki 
subah suraj ki kirnon ke sath nahin, nal ke pani ke tapakne ke sath hoti hai' (a woman's 

morning does not start with the rising sun but with the sound of the water dropping from a 
_ tap). This reflected how water like other natural resources, forms an integral part of women's 
lives with its collection, management and distribution being highly gender specific. 


However, like all resource shortages, water too impacts women's lives in numerous ways. 
The problem of non-availability of drinking water is still very acute, particularly for the 
majority of poor women. Available data indicates that only 56 percent of women have access 
to potable water supply. However, in rural and urban areas availability does not necessarily 
ensure easy access. This is further complicated by factors like caste and class. Even today, 
in some villages 'women' from lower castes are unable to draw water from the wells of the 
higher caste people since it is believed that they will ‘pollute’ the water. 


This burden of overwork drastically impacts women's health, resulting in constant 
backaches, spinal problems, worn out feet and general discomfort. Moreover, collecting 
water causes mental strain for women as it often leads to arguments and occasional fights. 
For instance, women in the urban slums of Mumbai have cited water as a cause of local riots. 


Epidemics year after year... 


Epidemics like gastro-enteritis were very common. We talked about how the contaminated 
surface as well as ground water sources were breeding and transmitting sites for gastro- 
enteritis and cholera. 


To understand the magnitude of the problem we shared that according to the World Health 
Organization (WHO), infected water causes an estimated 80 percent of the diseases in India, 
making poor sanitation and inadequate sewage disposal the nation's biggest public health 
problems. Water borne diseases have reached epidemic proportions in India with some 
diseases like viral gastro-enteritis, typhoid, and cholera recurring every year. 


We talked about specific outbreaks of illnesses, the factors contributing to their spread and 
the government's response in tackling the problem. 


In 1998 there was an outbreak of gastro-enteritis in a GD area that took many lives. A 
number of factors contributed to the outbreak and spread of the disease, such as nature of 
_ the epidemic, lack of access to health facilities, some local beliefs and lack of proper and 
adequate information. Participants pointed out that, even at the time of outbreak of an 
epidemic, the response of the government was casual and delayed. 


Pandu: In Cheedipalem three women died in a single day with atisaaram (gastro-enteritis). 
There was a lot of garbage near the hand pump. The well water was equally dirty. These 
situations are leading to epidemics in the area. People think atisaaram is some kind of an evil 
spirit that comes and kills people. People from other villages do not enter the affected 
village for fear that the evil spirit might attack them. 


Ramana Reddy: The lack of transport is the main reason for deaths in this area. Many people 
die due to lack of transport and the inability of the villagers to avail medical facilities. 
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Chinnammi, a GD activist, also passed away during this epidemic. Chinnammi did not 
know that loose motions and vomiting could lead to death. When her family members 
realised the seriousness of her condition, they tried to take her to the nearby health centre. 
Since it was raining heavily, they could not reach the hospital on time and as a result 
Chinnammi died. 


Appal Raju: It is very difficult to understand the responsibilities of the health care service 
providers. When we visited Cheedipalem village we suggested that the medical staff should 
visit the next village as the epidemic had spread there also. The staff were disinterested 
since according to them the village did not come under their jurisdiction. They said that it 
was in Rajavomangi block; so medical staff from Rajavomangi would visit them. 


Pandu: Government should be alert and more active during epidemics. Instead of addressing 
the issue in the newspapers or on the radio they should send their health teams to the villages 
and educate the community about epidemics and the care to be taken during epidemics. 
Preventive measures should be planned and be implemented with the community's 
involvement. When these deaths are reported in the newspapers regularly only then the 
government wakes up. They send their health teams to a few villages and organise camps. 
Even during these camps the medical team does not prefer to stay overnight and they quickly 
complete their work and leave by evening. The community too should be vigilant about the 
outbreak of epidemics and their prevention. 


The group expressed their anger and frustration at the government's callous and casual 
attitude that has made a curable and preventable illness a life threatening one. 


Protecting the people against epidemics is the primary duty of the government. Operating 
special health posts in remote villages, ensuring regular visits to villages, increasing ORS 
supply, anti cholera vaccine and spreading awareness among the community are simple 
measures which could go a long way in saving lives. Despite the increasing flow of money 
for programmatic interventions, and comprehensively written policies and programmes on 
paper, millions continue to suffer from preventable and curable illnesses and many more 
exist without the basic requirements for survival. 
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Jabbulu, dabbulu and appulu 


Illness, money and indebtedness 


_ Health is one of the vital indicators reflecting quality of human life and the right to 
__ livea healthy life is considered to be a fundamental right. Hence, one of the primary 
_ responsibilities of the State is to provide health care services to all its citizens. India, 

despite being a signatory to the Alma Ata declaration of 1978, which promised 
"Health for All" by 2000, is far from realising this objective. One of the reasons for 
India's inability to fulfill the commitment is that allocation of funds for the public 
health sector has been abysmally low - at less than 1 per cent of GDP (Gross 
Domestic Product). The investment in public health in the country has always been 
low, and its percentage share in GDP has continuously declined over the years. The 
investment, which was 1.3 per cent in 1990, has fallen to 0.9 per cent in 1999. 
However, the aggregate expenditure in the health sector is 5.2 per cent of the GDP. 
This implies that public health spending accounted for less than one-fifth of the 
aggregate expenditure on health (National Health Policy 2002, cited in Sankar and 
Kathuria, 2003). 


On paper, India has an excellent health care structure that has the potential to reach 
a large section of the population. Yet, despite this elaborate structure and the rapid 
advancement of medical sciences, the reality is deplorable. The percentage of 
population actually covered by the public health services is reported to be a mere 
30 per cent. India also bears the dubious distinction of being among the more 
inequitable countries of the world, as far as health status of the poor compared to 
the rich is concerned. The NFHS data shows that IMR among the poorest 20 per cent 
of the population is 109 per thousand live births, which is 2.5 times the IMR among 
the top 20 per cent of the population. Under-five mortality among the poorest 20 per 
cent of the population is 2.8 times that of the richest 20 per cent. Child mortality (1- 
5 years age) among children from the 'Low standard of living index’ group is 3.9 
times that for those from the "High standard of living index' group (NFHS data 
1998-99, IIPS, 2002). Every year, 2 million children under the age of five years die in 
India, from largely preventable causes and mostly among the poor. In the present 
context, it is important to discern that tribals, who account for only 8 per cent of 
India's population, bear the burden of 60 per cent of malarial deaths in the country. 
Ironically, despite having better overall health, the richest quintile of population is 
six times more likely to access hospitalisation than the poorest quintile. Similarly, a 
mother from the richest 20 per cent of the population is 3.6 times more likely to 
receive antenatal care from a medically trained person, compared to a mother from 
the poorest 20 per cent. 

It is important to note that about three-fourths of the spending on health is borne 
by households and only one-fourth by the government. This often pushes the 
already vulnerable poor into indebtedness, and in over 40 per cent of 
hospitalisation episodes, the costs are met by either sale of assets or by incurring 
loans (Abhay Shukla, unpublished paper). All these data indicate serious maladies 
in the health care system. Although programmes are being constantly reviewed, 
revised and changed, the problems persist and continue to worsen. 


We felt that the workshop on Primary Health Services and Systems would be more effective 
if we had prior knowledge of the existing health care facilities in the region. We decided to 
conduct a survey before the training that would cover two components - one was to collect 
information on the availability of public and private health care services in the area and the 
second was to understand the health-seeking behaviour of the participants and the 
community. Observations and informal interviews were some of the techniques used for the 
survey. 


Health facilities in the area 


To initiate the discussion, we did a mapping of the available health care services in the area 
for the purpose of analysing the existing health facilities in the area. 


Regulapaadu, the village where 
GD works was taken as a 
representative village. 
Government health facilities 
available to the people of this 
village were then mapped. We > 
drew a small circle to represent 
Regulapaadu, and wrote the 
name of the village in this circle. 
Participants said that the health 
facility nearest Regulapaadu was 
in Addateegala, which was 8 
kilometres away. Addateegala 
was the mandal headquarters 
and had a government referral 
hospital (dhramasupatri). We 
drew another circle, for rates , 
Addateegala and traced it to Regulapaadu marking the distance between them. Then we 
located the PHC and the Sub Centre in the area. The PHC was in Duppulopalam village, 
which was 18 kilometres from Regulapaadu. We drew another circle, for Duppulopalam, 
connected it to Regulapaadu and mentioned the distance on the map. The CHC was in 
Rampachodavaram town, which was about 50 kilometres away. The government hospital 
with in-patients facility was at Elleswaram town, which was at a distance of 47 kilometres 
from Regulapaadu. The district hospital was located in Kakinada, 110 kilometres away from 
Regulapaadu. 


A ZZ 4+ = ZA 


This exercise helped to discuss accessibility to health care for an average individual in the 
area. | 


Savitri: If someone has a health problem, the ANM is the only government health provider 
available at the village level. But she too doesn't come regularly. If a person is very ill, then 
she / he has to go to the hospital. From the village they have to walk to the road and then 
hope to get transport. Thus it takes. very long to reach any doctor. 


Raja Reddy: Even if we are very sick, we have to wait till Tuesday which is the market day. 
Only on Tuesdays we can go to the doctor or get treatment. On other days, there is no 
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transport available. If we walk all the way to the health centre, something might happen to 
us midway. During epidemics many people die as they are unable to reach the hospital in 
time. Many pregnant women have also died on the way to the hospital. 


4 Lakshmi: The situation is similar in our area (CEAD). Just 

+3 al a few days back, a pregnant woman in Chidika village 

er ® developed some complications. Since there was no 
saieas transport from that village, people carried her in the 
kavidi (a palanquin made of a cloth tied on both ends to 
a bamboo pole) to the dharmasupatri (government 
t hospital). But she died on the way. This is very common 
in our area. It takes many hours to reach the hospital. 
Often if a woman is in a critical condition she does not 
survive the journey. 


Thus, for an average person in this area, 
even the nearest accessible health 
facility was too far. The distance to the 
dharmasupatri seemed never-ending 
considering that there was no regular 
transport. This journey often proved 
fatal in times of crises. Adequate health } 
care facilities were imperative and § 
required urgently. Physical 
inaccessibility to the available services & 
was no doubt a major concern but i 
equally important is the quality of | 
services that were available to people. 
This analysis of the health care facilities 
available to people established a 
context to discuss their health-seeking behaviour. 


Availability and quality of services 


Before talking about the different health services available at various levels we wanted to 
ensure that all participants were aware of the administrative divisions and levels. To find out 
about this we asked them the following questions: 


Under which village panchayat was their village located? 
Did they know that a block consisted of several villages? 
To which block did their village panchayat belong? 
Which were the other blocks in the district? 


All the participants knew their block, district and the name of their State. Four of them knew 
the correct number of districts in the state and some even tried to name the other states they 
knew of. The participants shared the results of the survey that provided some idea on the 
availability and quality of services in various health centres. Most of the participants said 
that prior to conducting the survey they had been unaware of the existence of many of the 
health facilities, for instance the Sub Centres. 
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Health Care Services 


Tertiaiy Can 


Medical College Hospitals : 


‘One CHC covering 80 000 t i Ae | 
Four specialists (surgery, obstetr 
Up eas ‘and medicine) w 

. and 30 beds ~ 


: One PHC for every 30 5,000 nie ae n 
| inh hilly, tribal ¢ and backwa | ue 


(MO) and 14 staff including Lady F 
Visitor (LHV) and Health Assistant. N ale des 


One Sub Centre fy 5000 ane in ene 


and for 3000 in hilly, tribal and backward areas 
One MPHW Female (ANM) 
One MPHW Male ee 


Village Le: el : 
: Village Health Guide — 
Traditional Birth Attendant (TBA) 
Aangernad Worker(AWW) for 1000: Population 
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Information about the government health care infrastructure, along with the staff and their 
responsibilities was given to the participants to enable them to identify and discuss the gaps 
between the reality reflected through their surveys and the ideal as visualised by the State. 
As soon as this information was shared there was an outpouring of comments. 


Satish: | never knew that there is such an elaborate structure at all the levels. The only 
health services that we are familiar with are those provided by the ANM, and to some extent 
the MPHW. 


Papa Rao: Even the ANM does not come regularly. The ANM in our area has not come to the 
village for the last five months. Our school teacher and | complained to the Project Officer of 
ITDA and after that she started coming regularly. 


Chellanna commented on the role and functions of the ANM. He was not sure how much 
time the ANM spends on health education. He said, "She is seen as someone who gives polio 
drops to children and takes care of pregnant women." 


Ratnam: She is more interested in identifying women for family planning. Recently the 
ANMs stopped distributing iron tablets to pregnant women. Whenever we ask for other 
medicines we are told that there is no stock. 


Ramani felt that the visits by the ANM were of some help to the people. She said, "Some 
ANMs are very friendly with women in the villages. They may not come regularly but they 
do give advice to the people and provide at least some medicines and polio drops. They are 
the only one with whom the women can talk about their problems. However, the ANMs are 
more keen on motivating women for sterilisation." 


Appal Raju: There is too much workload on an ANM. 
She has to cover so many villages. She has to travel to 
the interior villages to provide immunisation services, 
and motivate women for sterilisation. Every month she 
has a target for sterilisation; she has to identify 
sufficient number of women to meet the target. She is 
not provided with any transport facility and most of the 
time she has to travel all alone to the remote areas. 


Appal Raju's comment helped the participants to realise ; 
and recognise the workload of the ANMs and the 
pressures under which they work. This was because his | 
wife was an ANM. 


Lakshmi: The ANM in our area (CEAD) is respected by 
the villagers. Since the ANM provides some health 
services, people treat her like a doctor. When she 
leaves the village they give her vegetables and fruits." 


The participants suggested that the ANM and the MPHW should fix dates and times for 
their visits to the villages in advance. This would help the villagers to stay at home for that 
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The participants from GD said that very few people use the PHC services. 


Bhadraiya: There is virtually no staff at the PHC, and hardly any medicines. It is also very far, 
and there is no certainty of treatment. People therefore prefer to go to private practitioners. 


Pavan added that the situation at their PHC is very different from that at the PHC in the GD 
area. He felt that the people always access the nearest government health facility first, and 
go to private doctors only if they are disappointed. There are numerous experiences that 
show that wherever good public health services are available and functional, they are 
definitely accessed and used by people, especially the poor. The problem generally is non- 
availability and poor quality of services. People do not go to PHCs that are insufficiently 
stocked with medical supplies, or have inadequate staff and inconvenient OPD hours. 
From the discussions it was clear that there was dissatisfaction with the frequency as well as 
the quality of services provided by the health workers. Most of the health workers covered 
only a few of the easily accessible villages. Distant villages were completely neglected or 
visited only at the end of the year when the sterilisation programme was in full swing. This 
reflected the pre-occupation with family planning within the government health care 
programmes. Follow-up facilities were almost non-existent apart from some minimal 
supply of pills for pregnant women. This was one of the reasons why people had never even 
heard of these sub centres. Another factor is the attitude of the health care providers towards 
people using the services. 


Attitudes of the health service providers 


Chellanna: Generally most of the government 
doctors are not very friendly. They treat us 
very badly. They blame us for our health 
problems. Whether or not people go to the 
PHC or any other government hospital 
depends on the doctor. If the doctor is good 
and behaves properly, people will definitely 
go there. 


Ramani: If we ask them to explain anything, 
or ask for further clarifications, we are 
scolded. If we want to clarify how and when 
to take the medicine, they shout at us in = 4 
front of everyone, "You cannot understand if you are told once. | ee to ao Serie my time 
in explaining things a hundred times.” 


Pandu: The previous medical officer at the Addateegala hospital was very rude. Nobody 
wanted to go there. Once when | tried to clarify my doubts the doctor shouted and said, “Just 
do what | have told you. Who is the doctor, you or I?" But the present doctor is kind and helps 
us understand the problems. She also refers patients to other health centres if she can't 
provide the treatment at Addateegala. The percentage of people visiting the hospital has 
increased considerably. 


Rambabu: If they provide good services we will definitely use them. The reason why people 
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go to the government hospital at Addateegala is because at least some services are available 
there. In case of an emergency the doctor gives us advice and refers us to the ‘bigger’ 
hospitals. That is why during the OPD hours the hospital is so crowded. 


The poor people were treated rudely by health care providers and blamed for coming late 
for treatment. Failure to listen to people's concerns may lead to incorrect prescribing 
behaviour. As Pandu said earlier, a sympathetic attitude on the part of health care providers 
can facilitate their ability to diagnose and prescribe treatment. 


The participants wanted to know about the situation in big cities particularly the attitude of 
doctors and the availability of services. Kannayamma felt that the situation must be better 
in cities as people were more educated. She presumed that the services were better 
implemented and that people did not have problems accessing them. 


During the discussions we came across a popular perception among the participants that 
urban health services were well equipped and the doctors were sensitive towards poor 
patients. Therefore, it was imperative to talk briefly about the experiences of the poor 
people in the urban areas and essentially the treatment they received in hospitals. 


We informed the participants that the situation in most of the public health care services, whether in 
cities or villages, is almost the same. One of our facilitators, Sarojini shared her experience which 
reflected that there is not much difference in the attitude towards the poor. 


“T accompanied Fatima, a woman from a Delhi slum, to one of the most prestigious hospitals in the 
country, The All India Institute of Medical Sciences (AIIMS) in Delhi. She was suspected of having 
cancer of the uterus and was to be examined immediately. We went to AIIMS on a Thursday morning. 
As soon as we entered the building we were told to stand in a queue to get a date stamp on the OPD 
card, which the doctor could have done. By the time the doctor arrived, a large number of women were 
already waiting. There were women of all age 
groups but most of them appeared to be from a 
lower socio-economic category.. Some had come 
from far away places, some were being shunted 
_ from one department to another, and others had 
no clue about where they should be and were 
completely at the mercy of the nurses and peons 
who shoved them around. 


With utter displeasure and irritation, the doctor 
began to call out the names one by one. There 
was no privacy whatsoever and the women were 
being asked all kinds of questions loudly in 
others’ presence. The doctors spoke with disdain 
and utter contempt. They publicly rebuked the 
patients as though they were not human beings. 


Fatima needed to have her pap smear done. 
However, there were no pap smear bottles 
available. The nurse in-charge told us that she 
had only four bottles and she had already 
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distributed them. She told us to come back the following day for the smear. After considerable coaxing 
and cajoling, the nurse unearthed a bottle from somewhere. With the bottle we went back to the doctor 
who conducted the test, we were asked to come back for another test the following week. 


We then went to deposit the bottle in the next room. The people present there told us to deposit Rs.10 
at the cash counter before giving them the bottle. Once more, we found ourselves standing in an 
interminable queue. After a long wait we got back, and handed over the receipt to the nurse and 
deposited the bottle. She told us to come back after 10 days. A pap smear report does not take more 
than 3-5 days to be ready. The nurse would not budge. This meant that Fatima's treatment would be 
further delayed. 


Fortunately, the report was ready when we checked again after 3 days. We were relieved to see that 
the test result was negative. We went back the next day to get the other test done. To our dismay, we 
found that the doctor concerned was away for an emergency surgery and there was no one else to 
perform the test. Additionally, this test is conducted only once a week. We would now have to come 
back on the same day the following week and go through the entire procedure again. 


This experience set me thinking about the class-based prejudices and biases of our medical system that 
primarily results in the negligence and further deprivation of the marginalised sections in our society. 
However, though the same doctors might have treated an English-speaking, upper middle class 
woman in a different way, the medical practioners’ general behaviour towards patients in a 
government OPD is usually discouraging.” 


The attitude is that people are ignorant and understand nothing about their health. 


Who utilises health care services? 


Participants felt that men avail of health services more frequently than women. Some of the 
responses were as follows: 


Kumari: We can never take time off from work to seek medical help. 


Rambabu: Women generally have more endurance, they do not talk easily about their 
problems. 


Kannayamma: Since health facilities are not available nearby, we generally cannot go. For a 
man it is easier. He can go any time to seek medical help, provided he can afford it. We are 
not independent to go on our own. 


Pavan: It is also true that until the illness becomes serious men don't bother to take women 
for treatment. The family tends to ignore women's complaints. 


Ratnam added that even within poor families, men may use the limited resources available 
in the household to access medical care. Whereas for a woman the husband or the other 
family members determine whether she should go for treatment or not. 


The men accepted that they were able to use health services more frequently than women. 


However they all felt that children's health was accorded much more priority in the family 
than their own. A few participants stated that not only the family, even the government was 
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not interested in providing health care services to women. However, Naidu disagreed. He 
said, " At least women get some attention from the ANMs during pregnancy.” Some others 
also agreed with Naidu. But Kannayamma retorted, "Why? Don't the men also get medicines 
from the ANM for fevers, body aches and ORS packets?" 


We realised that there is a disparity among their perception of the ANMs' responsibility. The 
men were asked to explain in detail what they meant by ‘attention from the ANM'. We asked 
them to list out all the services provided to women by the ANM. Naidu mentioned that 
ANMs supply iron and folic acid tablets to women during pregnancy, provide immunisation 
services and sterilisation. No one, including the men, agreed to this. Firstly, they did not see 
sterilisation as a desired service. Moreover, they felt it is the government's and hence the 
ANM’s responsibility and duty to provide iron and folic acid and doesn't denote of any 
particular attention’ for the women. 


As Ratnam articulated, women often do not have the power to take health care decisions for 
themselves. Womens' access to health services is much less in comparison to men. The 
underlying reason being lack of time due to existing unequal division of labour and the 
socially sanctioned ‘feminine’ quality of ‘sacrifice’. Besides, the perceptions of acceptable 
levels of discomfort for women and men lead to gender differences in willingness to accept 
that they are sick and to seek care. Women's lower status in the family and lack of decision 
- making power regarding ill health and expenditure on health care prevent them from 
seeking medical help. As some participants said, women wait longer than men to seek 
medical care for illness. This is partly due to their unwillingness to disrupt household 
functioning unless they become incapacitated. 


We explained that many studies have clearly shown that female children below four years 
displaying symptoms of pneumonia were not taken to a health provider or given any 
treatment at home as compared to similarly affected male children of this age group (NFHS 
1995). These studies document the large gap in the distribution of health equity in terms of 
gender, especially in terms.of equal access to health care and the more fundamental 
perception of right to health. A prerequisite for attaining equity in health is the need to 
acknowledge that different groups have different needs and ensure that these needs are 
addressed at all levels, from policies to programmes. 


We explained that the government looks at women primarily as child-bearers, and the 
existing health services are circumscribed within this. The health programme is based on the 
premise that maternal mortality is the cause of overall low sex ratio, low life expectancy of 
women, and high death rates among the female population when compared to male. It 
believes that specific inputs to reduce maternal deaths would make a positive impact on 
women's health. However, many of the causes of maternal mortality are rooted in the low 
social status and hence poor health status of women long before they become mothers and 
these are usually overlooked. The general health problems faced by women rarely get the 
attention they deserve. 


However, even within this limited concern, government programmes are badly designed 
and implemented. Most women do not receive adequate ante -natal care. Women, especially 
poor women, it is believed ‘produce irresponsibly’. The preoccupation with reproduction 
has also led to the inclusion of family planning programmes as part of Mother and Child 
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Health programmes. Though the government may claim that its focus on the reproductive 
age is important, women's reproductive health problems like pain during menstruation, 
backache, infertility and reproductive tract infections remain neglected. There is a 
widespread belief that reproductive tract infections are 'natural or mere baseless complaints 
of neurotic women’. Few women have access to gynaecological examination. The ANM or 
MPW are untrained to detect and treat reproductive tract infections. The dearth of women 
doctors in rural areas ensures that women continue to suffer in silence from these ailments. 


We explained that while reproduction and the discomfort associated with it are undoubtedly 
important, other areas of women's health are equally critical. Back pain, shoulder pain, 
headaches, and respiratory diseases affect women disproportionately. This is because 
women's domestic tasks like cooking, over smoky fires in unventilated kitchens, lifting and 
carrying wood and water over long distances make them more susceptible to these health 
problems. 


Gender discrimination exists even within the traditional health care system. Most healers in 
the area are men who impart the knowledge only to men. Kumari said, "If a woman 
practices healing, people call her a witch. That's why we are not trained". Bhadriaya also 
expressed concern over the fact that the interest in learning chekka mandulu (a type of herbal 
medicinal cure) is fast declining among the younger generation. 


Types of health care facilities and their usage 


The discussions reflected that a large 
percentage of the people used both 
government and private facilities, 
while very few people used only one 
kind of health facility. The survey 
reinforced that though people may be 
disappointed with the government 
services, only a small percentage 
visited private practitioners. Some also 
availed the traditional system of 
medicine, usually the first treatment 
that they resort to. We asked the © | 
participants why people used all three types of treatment. 


is 


Papa Rao: We approach the traditional healer because he is accessible and we also have faith 
in traditional medicine. 


Pavan: There is a faith in the traditional healer because people have known him personally 
through the years. He knows many of our families and us well. If he has treated me before he 
will understand the way my body functions. His knowledge is proven and respected by the 
whole village. 


Nageshwar Rao: In villages people prefer to use traditional remedies in the beginning. But 
traditional remedies take time to cure, so they go to the government hospital. Often people 
lose hope with the government hospitals. Then they visit the private practitioners. These 
private practitioners range from the local quacks to qualified doctors. 
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Participants said that MBBS doctors preferred to stay in the small towns and cities. They 
were not interested in travelling to interior villages. On the other hand, the ‘quacks’ and 
RMPs visited even the interior villages and provided treatment. Moreover, they were not as 
expensive as the qualified MBBS doctors. In some places the RMPs also provided allopathic 
and ayurvedic medicines to the patients. 


Pandu: Most people prefer private practitioners because An imp ortant ea” ae ae 


they are available at any time. Government hospitals reliance on the RMPs. According to 

have specific timings after which they do not treat some, they make regular village’ 
patients. Even though it was expensive, | had taken my visits and carry medicines when 
wife for regular check ups to the gynaecologist in _ they travel. Also there is a common 2 


Rajamundry city. We do not have gynaecologists at the 
PHC or at the referral hospital. 


Pavan: People prefer private treatment because they 
think the medicines prescribed by the private doctors are 
good and effective. There is a belief that the treatment is 
good if medicines are expensive and numerous. Moreover, 
lack of specialists like gynaecologists or paediatricians in 
government hospitals is also a reason why people prefer 
to go to private practitioners in the city. 


There is no doubt that private doctors provide an alternative for the people. They are 
available, sometimes more accessible, even though they more expensive at times. One 
obvious drawback of private care is that the quality of treatment can be compromised in the 
interests of profit since it is totally dependent on the particular doctor. 


Health expenditure pattern 


The above discussions led us to analyse the private health care system and the money people 
spend on treatment. 


Papa Rao: When people can afford to, they visit qualified ‘MBBS doctors’ who are available in 
the area. Otherwise they go to other doctors who visit the villages and give medicines. 


Qualified private practitioners charged high fees 
from the patients. Participants said that sometimes 
people spend more than Rs. 5000 for the treatment 
of tuberculosis by a private practitioner. They also 
said that private practitioners prescribed many 
expensive tests. Patients were told to buy many 
kinds of medicines for a simple illness. Prescribing 
tonics was a common practice along with injections 
and I.V. ‘drips’ even in cases where they were not 
required. They felt that people spend more money 
on deliveries in private nursing homes. 


We then discussed the expenditure incurred on 
treatment per family. We did an exercise to 
understand the pattern of expenditure on health 
care. We asked the participants to write how much 
they spent in the last one year on treatment for their 
family. They concluded that on an average each 
family had spent nearly Rs. 3000 on health. In some 
families there were emergencies for which they 


According to a study carried out by Girijana 
Deepika the average annual income of tribal 
households ranges from Rs 4000 to Rs 
10,000. This means that the average tribal 
household is living under poverty line. The 
average annual income expenditure on 
health for a family is Rs 762 ranging from Rs 
1000 to as high as Rs 7500. The difference 
between income and expenditure is met 
through taking loans from banks and money 
lenders. 


According to a study carried out by GD the 
average annual income of tribal households 
range from Rs. 4000 to Rs. 10000. This 
means that the average tribal household 
lives below the poverty line. The average 
annual expenditure on health for a family is 
Rs. 762, ranging from Rs.1000 to as high as 
Rs. 7500. The difference between income 
and expenditure is met by taking loans from 
banks and moneylenders. 


spent about Rs. 5000 to Rs.10000. 


Nageshwar Rao: The expenditure also varies according to the illness and also according to 
where the person is being treated. 


Health budget 


We wanted the participants to understand the politics behind health policies and 
programmes. The way the policies are framed and budgets allocated is indicative of which 
services the government wants to promote and what its concerns are vis-a-vis the health of 
the people. We held a discussion on budget patterns at various levels. Many participants 
were familiar with terms like ‘project budgets’ because of their involvement in the 
administrative work of the organisation. Some of the participants had also heard of 
‘Government budget’ and the ‘yearly budget’ since it had an impact on the prices of 
commodities. 


We explained that public health being a subject in the Concurrent List of the Constitution, is 
mainly the state government's responsibility and a large number of health related activities 
are undertaken by the state. As a consequence, the bulk of the government spending is 
routed through the state governments. 


Since the principal contribution for the funding of public health services is expected to be 
from the states with only supplementary input from central resources, the contribution of 


central resources to the overall public funding has been limited to about 15 per cent. 


The central budgetary allocation for health as a percentage of the total central budget has 
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been stagnant at 1.3 per cent during the eighties and nineties, while that in the states has 
declined from 7 to 5.5 per cent for the same period (National Health Policy 2002, cited in 
Sankar and Katuria, 2003). Both central and state governments have been allocating only 
one-third of their expenditure on preventive and curative care. Further, out of the total 
curative care spending, nearly 75 per cent is spent on secondary and tertiary sector hospitals, 
which are primarily located in urban areas. The rural areas are often ignored in the process. 


We informed that the annual budget for family welfare is more than the annual overall 
budget for health. In 1994-95 the budget for family welfare was Rs. 1442.03 crores whereas 
it was Rs. 993.89 crores for general health. In 1997-98 the budget allocated for health was Rs. 
920.20 crores and for family welfare was Rs. 1750.35 crores. Though, the share of total health 
allocation has increased, the increase is mainly for the family welfare department than for 
public health. Even under the department of family welfare, the allocations for rural family 
welfare services have declined. This is in contrast to the increase in allocations in the urban 
family welfare programmes. General health and other communicable diseases are not given 
much importance in the budget as compared to family planning. The traditional systems of 
medicine are also not given sufficient budgetary allocation. 


Inaccessibility to health care centres, absence of health staff, deplorable sanitary conditions 
in the health centres and lack of drugs are a common feature in our country. There continue 
to exist gross disparities in the access to health care. This is despite the fact that as early as 
1946, the Bhore Committee had recommended the guiding principle that, "No individual 
should fail to secure adequate medical care because of inability to pay for it." 


Does India have the resources to obslave: health care 


Asa country, idan spend more on health care than ace ‘other devel 
pocket spending. Health care facilities have grown substantially, but the 
__ system is producing more and more health care professionals, but. we los 
western countries. To give some ast of the available pea care resou 


e Compared to 11, 174 hospitals in 1991 (57% ne the number 
2000, the country had 12.5 lakh doctors and 8 lakh nurses! At the r 

_ for every 1800 people, or one doctor from systems including ISM and 
means there are more doctors than the required estimate of one doctor ) 


e Approximately 15,000 new graduate doctors and 5000 postgraduate « doctors 
one - fifth of them leave the country for greener pastures. 


-@ We have an annual pharmaceutical production of about 260 billion rupe 
of these drugs. Sadly, while our ail grow, 80% of our people do no 
require. . 


‘In short, we have substantial health care resources, but because of the priv 
nature of the health care system, it is unable to ensure good quality health 
than producing more doctors or setting up more hospitals, what we need 
with substantial strengthening of public health, greatly enhanced publi _ 
medical sector and an overall planned approach to make health care reso 


Reference: Does India have the resources to provide health care for all?: Policy f 
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The survey 


The survey covered the existing government health facilities in the area. The participants 
went in groups of 2-3 (including a core team member) to the various health centres to 
interact with health officials. Some of the key issues on which information was collected 


were as follows: 


e The Auxiliary Nurse Midwife (ANM) in their area, her responsibilities and the type of 


medicines she provides. 


e Location of the Sub Centres in their area, the staff and the kind of services available at 


the Sub Centre. 


e Location of Primary Health Centres (PHCs) in their area, the staff, their functions, and 


the facilities available. 


e Location of Community Health Centres (CHCs), facilities available, and details 


regarding the staff. 


Survey Details 
I. Interaction with the ANM. 


In CEAD area 

The ANMs reported non-availability or 
short supply of medicines to treat even the 
most common ailments such as malaria, 
sepsis, general fever and other infections. 
However, the ANM distributes some 
medicines when they are in stock. They 
are Paracetamol, Furoxone, Septran, 


-Mebendazole, Chloroquine, ORS packets, . 


_ Mala D pills, Iron and Folic acid. 


_ The supply of medicines is not constant 
_ throughout the year. In case of a shortage 
_ in the supply of medicines at the PHC, the 
NM distributes Paracetamol and 
ceptive pills. She also regularly 

ucts immunisation. 


II. Sub-Centre 


In CEAD area 

Two sub-centres in the CEAD area visited 
by the CEAD participants were not 
functional. 


In GD area 

The ANM reported mobility as a major problem in her work. She 
said that some of the villages are far-flung and due to lack of 
proper transportation are difficult to reach. Many of the villages 
are close to the forest area and it is unsafe to travel alone. 
However, during family planning camps she manages to cover a 
large area as the medical officer provides two more staff to help 
her, and a vehicle to bring the women from the villages to these 
camps. She felt that the main thrust of the public health services 
is the family planning programme. All the ANMs have to 
motivate women to undergo sterilisation as a priority activity. 
There is tremendous pressure to fulfil targets. Besides this, they 
immunise children and pregnant women. They also provide 
medicines for illnesses like malaria, supply ORS packets and 
distribute iron and folic acid tablets to pregnant women. The 
ANM’s main complaint was that they frequently ran out of stock 
and the supply of medicines was totally inadequate. 


In GD area a 

A Male Health Worker visits the village once in three months. As 
most of the villagers work in the fields all day they are often 
unaware about the MHW’s visits. When there is an increase in 
malaria in the area he makes frequent visits to collect blood 
samples. Nobody was sure of his role apart from knowing that 
he collected blood samples. But he never returned with the 


~ results, nor suggested any follow -up to the patients. 


Both the male and female health workers at the Sub Centre 
provide medicines for common ailments. However, inadequate 
drug supply made this centre non-functional and ineffective as 
well. | 


III. The Primary Health Centre 


In CEAD area : In GD area 
The PHC here is active because of the The PHC in Duppulapalem was a complete contrast to the one 


enthusiastic medical officer and most of in the CEAD area. It is a small, dilapidated two-room set up. 
the villagers visit it. It is located at Often the cattle stray into the PHC compound. The PHC has an 
Godicherla covering a population of 34, OPD. One ANM attends the OPD along with the Medical 
650 with eight Sub Centres. The total Officer. However, the Medical Officer usually does not visit the 


number of staff at the PHC is 13. PHC. subsequently leaving the ANM to manage on her own. 
Adequate facilities and drug supply are The PHC is often locked and there is also a lot of chaos and 
available here. | : : confusion otherwise. 


The PHC looked very depressing. The walls had developed 
cracks, and were on the brink of collapse. Corroded and used 
metal syringes, injections and bottles were scattered around. 


IV. The Community Health Centre 


The participants were unable to collect any substantial information regarding the CHC in 
both the areas. None of them had ever gone there before as it is situated almost 40-50 km 
away from any of their villages. They also found the place intimidating. Moreover, the staff 
was uncooperative and did not provide any information. 


V. The Referral Hospital 


The referral hospital in Addateegala (GD area) had one medical officer and other supporting 
staff. The OPD operates twice a day, in morning and evening. It also has an in-patient facility 
of limited capacity catering to 4-5 patients. It also organises eye camps and family planning 
camps with the help of doctors who come from the district headquarters. The medical officer 
refers patients to the district hospital if necessary. The Medical officer in Addateegala was 
also of the opinion that infrastructural facilities were very poor at the referral hospital. She 
said that as she was the only doctor it was difficult to cope with the workload. Added to it 
was the problem of inadequate supply of medicine. "Just recently we got the Benedict 
Reagent. They want us to give only for antenatal check ups... so 1 don't know whether to use 
it for pre-operative check-up or antenatal care. We were given only one bottle." 
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Mana shariram gurinchi..... 
Understanding our body 


_ Rani had a severe headache. So she went to the doctor, who examined her and gave 
_ her some medicine. This cured her headache but only temporarily. As the headache 
kept recurring, she went back to the doctor, who prescribed a different medication. 

_ This provided relief faster but her headache was not cured completely. After a few 
days she began suffering from a burning sensation and pain in her stomach. This 
time around the doctor advised her to take the same medicine that he had 
prescribed for the headache, and gave her two extra pills for the stomachache and 
the burning sensation. When her headache persisted the doctor asked her to 
undergo a series of tests. Based on the reports, the doctor gave her more medicines, 
and suggested that she should see an eye specialist. So Rani went to an eye 
specialist who prescribed more medicines and spectacles. She had the medicines 
and began using the spectacles but her headache continued. After spending huge 
amounts of money on numerous visits to the doctors, medicines and tests, she has 

no more money to spend on her headache, and so she stopped going to the doctor. 


The prevalent allopathic system identifies a disease or a problem in isolation. For 
example, a stomachache is seen as a problem affecting that particular organ. Other 
related factors are not taken into consideration. However, a stomach ache could be 
caused by many other factors like stress, lack of sleep that may not be directly 
related to any problem in the stomach, but manifests in that particular organ. In the 
treatment too, allopathy prescribes drugs to alleviate the stomachache, but does not 
address the other factors. 


Holistic health on the other hand looks at health in totality. It believes that health 
is influenced by a complex interplay of internal and external factors like one's own 
state of mind, life style, socio-economic and environmental conditions etc. It tries 
to find linkages between an illness and other conditions affecting the body. To keep 
oneself healthy one has to have a healthy mind, which is often dependent on social, 
political and cultural environment. Physical environment is equally important in 
ensuring good health. A degraded environment and poverty can also result in ill 
health. The holistic approach believes in preserving and protecting the factors 
which promote good health. Since holistic health believes that a person has an 
inbuilt capacity to heal, it sees the building up of internal strength as the most 
important step towards cure. Since it believes that illness is caused when the body's 
balance is upset, it tries to restore this balance. 


It is necessary therefore, to have some knowledge about our body and bodily 
functions if we have to make an informed choice in utilising the most satisfactory 
and effective of the available systems of healing. This is because the understanding 
of the human body, and thus of disease, is unique in different systems of medicine. 


These different systems of medicine coexist, and any person may avail of any or all 
of these services. This emerged clearly while analysing health seeking behaviour in 
an earlier session on health care services. 


However, all these systems have not received the same attention or encouragement 
from the state. Through the years the state has actively promoted allopathy and 
consequently, the public health services are organised around this system of 


healing. 


There is still a fair degree of ignorance about the body, which is so much a part of 
our daily lived experience. How we feel about our bodies, demystifying its 
structure and working is integral to building our notion of self. Understanding 
the many bodily processes and functioning of our organs is a crucial factor in taking 
control of our health. Conscious of this, we began the session with an activity to 
explore the participants' knowledge and perception about their bodies. 


Let us draw our bodies 


Each participant was given two sheets of 
plain paper and asked to draw the outline 
of a human body with the external and 
internal organs. There was some 
hesitation among many of the participants. 
Raja Reddy said, "It is not that we cannot 
draw, but we feel we are unable to draw at 
this moment." Lakshmi insisted that she 
could not draw, but when the drawings 
were displayed, her sketch was detailed 
and very clear. Each participant presented 
her/his drawing. 


Most of the participants had drawn 
internal organs, and only a few had drawn 


the external ones. Commenting on this, Appal Raju said,"We eat the meat of boar, goat and 
chicken so, we know what is inside. We perceive our body too in the same manner." 
However, the location of many of the organs had not been marked correctly. Pavan drew the 
kidneys just below the shoulders and Savitri drew the liver near the heart. Manga was the 
only one who had marked some of the reproductive organs. She had attended a workshop 
on health previously, and was able to mark the uterus and the fallopian tubes correctly. 
Many of the men had marked the testes in their drawings. 


We listed out the names of the various internal organs. 


Gunde liver (Heant/ liven. Qn the GD anea Gunde nefens to the liven, while 
the Panticipantas from CECLD undenatood it as the heant) 


Jeeva Gunde (Life Heant) Heant 
Dobbalu (Balloons) Lungs 
Singanakayalu (CL vaniety of beans) Kidneys 
Necbla Bondnika (Waten pipe) Food. pipe 
Cwasa bondnika (Breathing pipe) Wind. pipe 
Ganlbha Sanchi (Womb sac) Utena 
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Buddabu (Saca) Testis 


Paala Pregu (Milky tubes) Cmall intestine 
Ucha Sanchi / Ucha Bunga Bladden 

(Unine sac/ nine balloon) 
Kadupu Chdominal negion 


The participants were able to link some organs to their specific functions. They were not 
aware of the complete physiological processes involved in digestion or respiration. The 
participants said that they knew that the lungs were associated with breathing and the 
stomach with food. 


Savitri: When we eat, the food goes to the stomach and we feel full. 


Pandu: Sometimes when we do strenuous or very heavy work, we have sherlu (intestines get 
entangled). There is intense pain and the abdominal area around the boddu (navel) swells. 
We generally go to a person in the village who does massage especially for this ailment. 


We tried to understand this ailment, the symptoms of which were similar to those of hernia 
but we could not come up with an exact equivalent. The area around the navel was seen as 
a central and important area of the body, around which the causes of many ailments were 
located. The participants explained that they experienced different kinds of pain in this 
region by which they identified different illnesses and thus treatments. 


Ganesh: Sometimes there is a sharp penetrating pain which goes through the navel. This pain 
is very different from sheriu. We go to the local healer or the person who does massage to 
treat this problem. 


The participants felt that the allopathic doctors did not understand these symptoms and 
often dismissed them. 


Nageshwar Rao and Papa Rao explained the local understanding of fevers in detail and how 
treatment differed according to what they perceived as the cause. 


Nageshwar Rao: The body becoming hot, shivering, body pain, vomitting and bitter taste in the 
mouth are symptoms of fever. Overstrain or getting wet in the rain are believed to cause fever. 


Papa Rao: If a person gets high fever all of a sudden, people believe that it is due to black 
magic or evil spirits. In such cases, the villagers go to the vaidyudu (traditional healer). He 
chants some mantras and gives medicines. If the fever subsides, people's belief in the “evil 
eye” is reaffirmed. If a person is very afraid of something, this can also cause dadupu jwaram 
(fever due to fear). It is believed that if one does not perform the pujas or rituals properly or 
in time, s/he may incur the wrath of the Gods, resulting in fever. An offering or sacrifice is 
immediately made to appease the Gods. 


Nageshwar Rao: If the fever does not come suddenly, it is seen as a ‘normal’ fever, and the 
villagers seek allopathic treatment. 
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Stories of many other illnesses, aches and pains started pouring out. Participants expressed 
the need to understand the illnesses that affect them in their day to day lives. They were also 
concerned that many of the villagers were unable to attend the Gotti (‘Goshti’-a traditional 
system of conflict resolution) as they had some health problem or the other. 


In order to understand the common diseases prevalent in the area, and who is most affected 
by them, we did the following activity. 


What are the prevalent diseases and who falls ill? 


The participants were divided into five groups - two groups of men, two of women and one 
group comprising both men and women. Of the two groups of women, one was asked to 
list the common health problems experienced by women while the other had to list health 
problems experienced by men. The two groups of male participants were also given similar 
tasks. The fifth group, which was the mixed group was asked to write about children's 
health problems. Each group was given fifteen minutes to prepare a chart, listing out the 
health problems. The compiled list of the illnesses in men, women, and children prevalent 
in that area is given below: : 


List of diseases 


Testicle hernia 


Red discharge 

White discharge 

Oedema (pregnancy) 
Night blindness (pregnancy) 
Menstrual cramps 
Irregular periods 

Vulvar itching 

Back pain after Tubectomy 
Stomach pain after delivery 
Prolapsed uterus 

Pain in the lower abdomen 
Miscarriages 

Anaemia 

Breast cancer 

Lice 


Hydrocele 
Burning during 
urination 
Scabies 

Pain in the penis 
Piles 

Hernia 

Herpes 


Pain during intercourse 
STIs 

Head ache 
Stomach pain 
Back pain 
Chest pain 
Jaundice 
Malaria 
Diarrhoea 
Gastro enteritis 
Fever, Typhoid 
Conjunctivitis 
TB 

Ear ache 
Throat pain 
Toothache 
Arthritis 
Constipation 
Dysentery 
Diabetes 
Asthma 
Tetanus 
Ulcers 

Piles 


Jaundice 

Cough, Cold 
Whooping cough 
Diarrhoea 
Scabies 
Conjunctivitis 
Worms 
Pneumonia 
Fevers 

Lice 


There were many other health problems mentioned which could not be interpreted in 'popular' terms ( as was in 
the case of sherlu ). They can only be explained by their symptoms. Anasa is very common in children under 
one year. In this ailment, the child cries incessantly, the body becomes stiff, stomach protrudes and the child has 
loose stools. Aavesam is identified by laboured breathing, breathlessness and tiredness. 


We were pleasantly surprised to observe that the women had listed a number of men's 
health problems including certain reproductive health problems like vari beerjam 
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(hydrocele), sukha vyadhulu (STIs). Similarly, men too had mentioned women's 
reproductive health problems, specifically erra batta (red discharge), muttu noppi 
(menstrual cramps) and fella batta (white discharge). The list of ailments related to 
reproductive health was longer for women than it was with men. In the general health 
problems, apart from fevers and infectious diseases, various kinds of aches and pains were 
mentioned. Children too were more prone to infectious diseases like diarrhoea, dysentery, 
worms, fevers, respiratory problems, etc. 


From this list of health problems, we prioritised the ailments based on their frequency. 
These were then discussed in greater detail in terms of their causes and cures. Problems 
linked with the reproductive system were taken up separately in subsequent sessions. 


The previous activities and discussions had explored our understanding of the human body 
and the prevalent health problems. We felt it was important for the participants to be able to 
draw the linkages between these health problems. We used the body mapping method for 
this. 


Mapping the body 


A long chart paper was placed 
on the ground and we asked one 
of the male participants to lie 
down on _ it. Rambabu 
volunteered for this. Another g 
participant was asked to draw 
the outline of his body. Lova | 
Raju came forward and drew the 
outline with a thick marker pen. 
The front and back views of the | 
body were drawn on separate 
sheets. The women were asked 
to do the same. Chellayamma | 
lay down on the chart paper and © ; 
Manga drew the outlines of the -—" Se 
front and back view of her body on separate sheets. The participants were asked to mark 
the health problems mentioned earlier, on those parts of the body where they manifest 
themselves or those parts that are associated with them. . For example, whatever the reason 
for a headache, it was associated with the forehead and was thus marked there. Fevers were 
associated with the whole body. Other health problems such as stomachache, backaches, 
joint pains, eye problems, toothache were quickly marked on the chart. But none of the 
reproductive health problems mentioned earlier were marked by the men. 


ZZ 


Among the women, only two participants, Manga and Usha marked reproductive health 
problems on the body outline. When we tried to explore reasons for this there was a lot of 
hesitation. This was the first time in the training that problems related to the reproductive 
system were being raised. We realised that the inhibitions stemmed from having to discuss 
openly, matters that were considered to be very personal and 'private', especially in a mixed 
group. We decided to meet separately with the men and women in the evening to talk about 
their inhibitions. 
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In the evening.... 


In the evening we met with the women and men separately. We felt that it was 
important that the group shared reasons why they felt inhibited to express themselves. 
The reasons voiced by both the men and the women were similar. The women shared 
that when Manga and Usha had listed the menstrual problems, they too wanted to list 
the various reproductive health problems that they have experienced. However, they 
felt shy to do so. Since the discussions were in a mixed group, they felt that the men 
mighic comment about them. 


The men re that ie felt hesitant to rink reproductive health Cee on the body 
chart. Even though it was an exercise, they feared that women might misunderstand 
and think that they were suffering from those problems. They also felt that it was not — 
easy for them to talk about their problems, even if it was not a mixed group. 


Pavan: Aman cannot express certain.feelings and problems even to a close friend. He is 
expected to deal with it on his own. Maybe women find it easier to talk to their friends. 


It was obvious that there were many complex factors informing the response of the 
participants. Until now, illness and disease were being discussed at a theoretical level. Now 
the association was moving towards personal and physical - to be made with the body, and 
parts of the body which were regarded as taboo. For men, perceived notions of masculinity 
made expression even more difficult. We realised that much of the hesitation stemmed from 
the assumption that if we mark something on our bodies we have to have knowledge of it. 
Moreover, knowledge of these body parts had other disturbing connotations. In a way, this 
was the first time that they were breaking societal norms which prohibited knowledge of the 
body, especially about the reproductive organs, which was considered shameful. It was 
these very norms which we sought to challenge and change. 


The silence around these issues is what makes reproductive and sexual health issues so 
difficult to deal with. It perpetuates myths which prevent people from accessing health 
care, forcing them to suffer in silence and ignorance. We talked of these issues at great 
length. We attempted to initiate a discussion, to raise questions: "if we can talk about a 
headache, why is it that we cannot talk about the pain we experience during 
menstruation?" Though there was little discussion in the beginning, there was intense 
concentration as we voiced these concerns. We all realised that sharing of feelings and 
moving beyond would be a gradual and difficult process. However, we were encouraged 
by their curiosity and keenness to understand not only their own bodies, but also of the 
other. 


The health problems were marked on the body sketches and displayed on the wall. We then 
proceeded to discuss the different body systems and the health problems associated with 
each of them. The common problems were taken up in detail - what were the reasons for 
their prevalence in the area, what happens in the body when we fall ill and how these can 
be prevented and cured. 


We explained how the human body has various systems performing specific functions 


simultaneously - like digestion, respiration, circulation, movement, etc. A whole set of 
different organs were involved in the functioning of each system. The participants were 
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fascinated to learn that the complex human body actually evolves from a single cell which 
multiplies and differentiates to form the various organs. 


We started with the digestive system, 
using the body chart showing the 
digestive organs. However, it soon 
became apparent that there was 
confusion regarding the location of the 
organs and the process. The group 
found it difficult to come to terms with 
the fact that several simultaneous } 
processes involving the various organs 
were taking place in their bodies. We 
decided to map these organs on a 
participant's body and asked for a 
volunteer. Rambabu came forward. A 
facilitator drew the digestive organs on Rambabu's body with a felt pen and explained how 
the food is transformed during the different stages of the digestive process. The structure and 
function of each digestive organ was explained in detail. Local terms were used for various 
organs.The group found each step of the digestive process extremely interesting. They could 
not believe that the food they ate underwent so many changes inside their bodies. 


Process of digestion 


Food enters the body through the mouth. Teeth break up the food into smaller pieces by biting and chewing. 
Situated inside the mouth are salivary glands which produce saliva which has juices (This was the term we used 
for enzymes) that help in digestion. From the mouth the food goes into the food pipe and then to the stomach. 


The stomach is made up of muscles and looks like a bag. The Stomach wall produces juices and contracts 
rhythmically, mixing food with these juices. In two hours these juices convert the food into a thick soup-like 
mixture. This is further liquified with the water we consume. 


From the stomach, this liquid then moves to the small intestines. In the upper part of the small intestine, it mixes 
_ with bile. Bile is made in the liver which is located in the right side, below the ribs. It is the largest organ in our 

body, weighing over one kilogram. The liver functions like a godown, storing excess food and also helps in 
_ digestion. The small intestine also produces some juices which help in digestion. Below the stomach, there is a 
_ leaf-like structure called the pancreas, which also produces certain juices and sends them to the intestine to 

complete the process of digestion. The small intestine not only digests, but also absorbs food. Its inside surface 

contains blood cells that absorb food into the blood. Any water and undigested food passes into the large 
_ intestine. Water is absorbed into the blood. The undigested food matter comes out of the body in the form of 
faeces, through the anus. 


The participants were amazed to learn that the kadupu (abdominal region) houses a number 
of digestive organs such as spleen, pancreas, liver, and intestines. They admitted that they 
treated the entire abdominal area as a whole, divided into two parts - Pie kadupu (Upper 
abdomen) and Pothi kadupu (lower abdomen). 


A visual model 


We prepared a model of the digestive system to consolidate the information and the 
associated problems. 
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Savitri lay down on a six feet long cardboard piece on which chart paper was pasted. 
Kumari outlined her body with a marker. The different parts of the digestive system such 
as the stomach, pancreas, liver, intestines were sketched separately on chart paper and cut 
out and coloured using fabric paints and poster colours. These organs were then pasted 
onto the human body outlined on the cardboard using cotton wool under the chart pieces to 
give each part an embossed three-dimensional effect. For the food pipe and small intestine, 
transparent tubes-were stuck in their appropriate positions. 


The group took to making the human body model with great enthusiasm. The use of a visual 
model for conveying the idea of the digestive system within the body proved to be very 
interesting and made explanations much simpler. Participants also felt that it was easier for 
them to understand the concept of organs existing and functioning inside their body. They 
were encouraged to make similar models for discussions with others in their communities. 


Some common problems related to the digestive system 


An understanding of the digestive system led to a discussion about digestive problems, their 
causes and cures. There were nearly fifteen that had been listed but we limited the 
discussion to some of the most common problems) such as stomachache, gastric burn, 
ulcers, constipation, diarrhoea, vomiting, jaundice, piles, amoebic dysentery, etc. Since 
abdominal pain is a symptom of most of these illnesses, participants started describing the 
kinds of pain they had, in an effort to link it to specific ailments. 


Rambabu: | suffer from pain in my lower abdomen especially after meals. 


Appal Raju: | also suffer from pain after meals but it is in the middle of the stomach, and 
there is a burning sensation as well. 


Kannayamma: My pain travels from place to place in my stomach. It is not very sharp but stays 
all the time. 


Abdominal examination and diagnosis of various ailments were discussed and presented. It 
was important to differentiate between gastric pain and pain resulting from enlargement of 
the spleen or appendix, due to malaria and indigestion. Since the system had been 
discussed in detail, it was easy to explain which part of the abdomen looks enlarged if a 
person has malaria, exact location of pain if one has ulcers or appendicitis. 


Chellanna wanted to understand the cause and diagnosis of ulcers as he frequently suffered 
from them. The participants shared that gastric pain was the most common complaint 
amongst them. 


We explained that the stomach walls produce juices which are acidic in nature and that 
eating habits have a direct correlation with gastric trouble. Eating very spicy food and being 
on an empty stomach for long periods increases acid production. When there is too much 
acid in the stomach, it leads to ulcers. Stress and tension are two important factors 
responsible for aggravating ulcers. A discussion about their food habits showed that 
drinking tamarind water was very common in this area, which might be responsible for 
aggravating the ulcer pain. : 
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Local remedies for indigestion and ulcers were suggested. 


‘ Bel fruit is very effective in curing indigestion and ulcers. Appal Raju, who had a Bel tree in his house, brought 
_ the fruit. We roasted it over the fire, took out the pulp and added candy sugar to it in equal parts. Two spoons 
" of this paste consumed for 10 days early morning on an empty stomach helps get rid of these problems. 


Another remedy using Aloe Vera was demonstrated. A four inch piece of aloe was cleaned, cut into pieces and 
_ soaked in two glasses of water overnight. The water turned sticky in the morning. The participants were told that 
drinking this water on an empty stomach in the morning for ten days can improve this condition. We also told 

them that Aloe is very popular in the cosmetic industry because of other properties. It is used extensively in 

shampoos and fairness creams, all of which are priced very high in the market. This caused a lot of excitement 
in the group. From the next day, we observed the participants merrily applying aloe paste on their faces! 


The other common problems listed like constipation, toothache and bleeding gums are also 
related to the consumption of food. We recalled that in an earlier session, analysis of the average 
diet pattern of people in this area had pointed to one that was low in minerals and vitamins. 
We reflected on the kind of food eaten once again. The fibrous content in their diet was 
obviously low due to inadequate consumption of fruits and greens. We also noticed that the 
participants drank very little water during the workshops. 


Bhadraiya explained, "I don't drink water because it has no taste. I prefer to drink ganji 
(starch water).” Pandu added, "Among the elders it is a very common practice to drink ganji 
about four times a day with a pinch of salt which adds to the taste. In the summer season 
too people prefer ganji to water. Savitri said, "During the rainy season, the consumption of 
water reduces. As the weather gets colder, it becomes minimal as people believe that they 
might catch a cold and cough if they drink water in winter." 
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We were surprised to learn that Bhadraiya did not drink a single glass of water during the 
day. He shared that he did not have a constipation problem. We stressed that one might 
drink lots of ganji but water was very essential for the human body. Inclusion of greens, 
fibrous fruits in the diet and drinking plenty of water was crucial if one wanted to get rid of 
chronic or recurring health problems like constipation and piles. As an immediate remedy 
a spoonful of amaltas pulp (rela pandu) eaten at bedtime for three days might help. This acts 
as a laxative. Pavan said that it was a common practice to give children a spoonful of castor 
oil every week. This too acts as a laxative. Apart from these, there could be other reasons for 
constipation. A sudden change in life style, change in the surroundings, irregular working 
hours, might affect normal bowel movements, causing constipation. 


Since tooth problems were also a common ailment, we discussed the structure of the tooth 
in detail. When we mentioned that the hard outer layer was called enamel, Papa Rao was 
very excited. He exclaimed, "The aluminium vessels are also referred to as enamel vessels. 
So we have the same substance in our body too!" 


We clarified that these two 'enamels' were very different. 

Enamel is the outer covering of the teeth that is responsible for their strength and protects 
the inner softer parts of the tooth. When pieces of food get lodged between the teeth, 
increased bacterial activity destroys the enamel, making a hole in it. These are called 
cavities. The inner sensitive part of the tooth thus gets exposed and pressure of any sort 
results in pain. 


Most of the participants said that they often had toothache. Pandu and Raja Reddy said that 
they found it difficult to eat sweets as it aggravated the pain. Bleeding gums was another 
recurring problem. This again has a direct correlation with the lack of vitamins and minerals 
in the diet. Changing food patterns like the decreasing consumption of ragi has meant 
lowered intake of phosphorus and calcium, which in turn has affected the strength of teeth. 
Neglecting to gargle thoroughly after meals means that food particles stay in the mouth for 
long periods of time, increasing the risk of cavities. 


We shared some local remedies for these problems. Eating amla regularly can prevent 
bleeding gums. Cleaning the teeth with burnt mango or neem bark or applying alum 
powder on a decayed tooth helps prevent toothaches. Participants shared that it was a 
common practice in their area to use alum powder to clean teeth when they had a toothache. 


What happens to the food after digestion? 


Once the participants learnt that nutrients from the food are absorbed by the body, there 
were a lot of curious questions about how exactly food provides energy to the body. We 
ie that the absorbed nutrients are carried a the blood to all a of the body. 


heart (jiva cree) the arteries Ateaia na veins (srl) and  aares (aka ali ar v Mv 
network of blood vessels i in ae body. Iti is in 


Oxygen (Prana ae too is contd by the Blood oa beings beoried into the oie on the al cae ‘ae 
in. Along with the energy released in the cell, another by product, carbon dioxide (boggu pulusu vayuvu) is 
produced. Blood carries this to the lungs, from where it goes out of the bo dy along with the air that we breathe out. 
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At this point we decided to explain the respiration process and then take up the circulatory 
system. 


Once again, we drew the respiratory organs on Rambabu's body and explained the structure 
and function of each respiratory organ. 


The respiratory system 


If we stop breathing, we would die. Why is 
this so? Living things require air to live. 
Because air has a gas called oxygen, which 
is essential to produce energy in our body. * 
We use energy to walk, think and to digest 
food. In fact, energy is essential for all our 
bodily functions. The respiratory system of 
the body is responsible for the supply of 
oxygen to the body and the expulsion of 
carbon dioxide, excessive amounts of 
which are harmful and toxic for the body. 


How do we breathe 


We inhale air through the nose. As the air passes through the nostrils it is moistened. If it is cold air, it is also 
warmed in the nostrils. The nose has a hairy and sticky lining, which traps dust and germs. Breathing through 
the mouth therefore is not advised as it has no such lining and the dust and germs can enter the lungs. After 
passing through the nose, the inhaled air travels down the windpipe. If you feel near your throat you should be 
able to feel the cartilage rings that support the wind pipe. At the top of the wind pipe is the voice box from where 
sound is produced. 


The wind pipe divides into two narrow pipes called bronchi when it enters the chest. At the end of each bronchi 
iS a spongy organ - the lung. The lungs lie on either side of the heart and are protected by the rib cage. The 
lungs are soft and spongy and pink in colour. The bronchi divide and re-divide and end in thin air sacs. These 
air sacs look like a bunch of grapes. The walls of these air sacs have very thin blood vessels which bring the 
blood supply to the air sacs. An exchange of gases takes place in these air sacs. When we breathe in air, it 
has a higher concentration of oxygen, which is absorbed into the blood. Simultaneously, the higher concentration 
of carbon dioxide in the blood is passed out through the lungs in the air that we breathe out. The inhalation and 
exhalation is aided by the movement of the diaphragm. The deoxygenated blood from the cells all over the body 
comes to the lungs. There through the process of respiration, the blood becomes oxygenated and once again 
is carried from the lungs to all the cells. The movement of blood to the body, or to the lungs is done by the heart. 


The common respiratory problems listed earlier were then discussed along with exploring 
local remedies for cold, cough and pneumonia. We then expanded the discussion around 
the circulatory system by elaborating further on the functions of blood. Not only does it 
transport the oxygen and carbon dioxide, it also carries body waste such as urea and 
substances called hormones which are necessary for many of our normal physiological 
processes. It also maintains the body temperature and carries cells that fight infection. 


Ramana Reddy commented on this process. " So whenever anything has to be carried from 
one part of the body to the other, it is the blood which does so!" 


Manga said, "This must be the reason for the belief that the more the blood in a person's 
body, the healthier the person is. After all blood performs all these important functions." 
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We explained in detail how the different components of blood perform these different 
functions. 


Composition of blood 


Blood consists of three different kinds of cells floating in a fluid called sian Plasma i isa transparent watery 
fluid. It is the plasma into which the nutrients are absorbed and carried from the small intestine to the rest of the 
body. Plasma has a unique property in that it can flow out of the walls of the thin blood vessels (capillaries) into — 
the spaces between the cells to enable the exchange of nutrients and gases. Blood absorbs all the water we 
drink. It requires water to maintain the pressure and excretes the excess water as urine, ‘sweat on exhaled air. 


The three kinds of cells in the blood are the Red blood cell, hina blood col and sie The red cells are | 


Haem and gree Hae is the term used for the iron "1 component. And globin, is 
_ which performs the function of carries the oxygen and carbon dioxide. The whit 
disease whereas the platelets are concerned with the clotting of the blood in | Case 
different components of the blood can only be seen through a special instrurr mel 


There was a lot of excitement ererated with all this new information. The participants 
started relating this information with all that they had noticed in their frequent visits to the 
doctors or hospitals. 


Chellanna said, "Whenever I go to the hospital they ask me to get a rakta pariksha (blood 
test) done. Why is that?" 


Kumari, Chandra, Pavan, Manga, Raja Reddy, Ramana Reddy and Kannayamma all said 
that they had also had their blood tests done for some illness or the other. They were eager 
to know what a blood test can reveal. 


We explained that in a blood test, the composition of blood is examined under the 
microscope. Whenever a person falls ill, there is an indication of it in the composition of 
blood. There are a certain approximate numbers of red cells, white cells, and platelets in the 
blood, which is defined as the "normal range". Any increase or decrease beyond this normal 
range indicates that there is an illness or problem in the body. For example, white blood cells 
protect the body from disease causing germs. Their numbers increase if there is some sort of 
infection in the body. Besides this, if the symptoms cause the doctor to suspect a particular 
disease, the blood is also tested for the presence of that particular disease causing germ. For 
example, if the person has fever with chills and shivering, then the doctor may suspect 
malaria, and s/he may ask the person to undergo tests to ascertain the presence or absence 
of the malaria causing germ in the blood. That is why a blood test is essential to confirm 
certain diseases. This is in accordance with the allopathic theory of germs causing disease, 
and blood testing is a technique invented and used by this system of medicine. However, 
practitioners of other systems like homeopathy also use this technique to help in diagnosis. 


Participants shared a few local methods or practices which help them to find out whether a 
person is suffering from a particular illness or not. For example, a person is asked to urinate 
on a few grains of rice. If they turn yellow, it indicates that the person has kamerlu or 
pasirikulu (Jaundice). In case ants crowd around the urine, it means that the person has sugar 
in the urine and is suffering from madhumeham (Diabetes). White patches on a child's face 
means some problem in the liver or worm infestation. 
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Ganesh said that something about the composition of blood was bothering him. "You (the 


facilitator) mentioned that the blood has plasma which is colourless. Then why does the 
blood appear red in colour?" 


We went back to the composition of blood. The red blood cells are red in colour because of 
the presence of Haemoglobin and also because they are in large numbers in the blood. A 
single drop of blood contains millions of red blood cells and this concentration makes blood 
appear red. 


We added that in a blood test, the Haemoglobin level is also checked. A low Haemoglobin 
level indicates that the person suffers from anaemia. There were many questions on the 
relation between anaemia, less blood and iron rich foods. We talked in detail about the 
functioning of the heart and the circulation of blood. 


__ Why does an anaemic person feel weak? 


Since anaemia means less Haemoglobin in the blood which is responsible for transporting oxygen. Lower the 
__ level of Haemoglobin, lower is the capacity of the blood to carry oxygen. Thus, the efficiency of energy production 
decreases, resulting in weakness. 


- How does eating of foods rich in iron help treat anaemia? 


We explained that to avoid anaemia, one's diet should be properly supplemented with foods rich in iron - like, 
green leafy vegetables, liver, bone marrow, etc. As mentioned earlier, the Haem component of Haemoglobin is 
made of Iron. Thus iron rich foods help to increase the amount of Haemoglobin in the blood. 


The circulatory system 


We explained that the heart acts like a pump which works continuously without pausing for 
rest. The continuous contraction and relaxation of its muscles is referred to as the beating of 
the heart or heartbeat. At every heartbeat about half a cup of blood is pumped into the 
arteries which take it to various organs. The beating of the heart can be felt by pressing our 
hand to the heart. We can also feel it by gently pressing a finger on the thumb side of the 
wrist, or ‘feeling the pulse’. This is used in many systems / practices of healing and care to 
ascertain whether the heart is beating normally, slow or fast. Reading the pulse is a 
diagnostic skill used to detect abnormal functioning of the heart and other body organs and 
processes. The normal heartbeat in adults is 72 beats per minute when the body is in a 
relaxed condition. A newborn baby has a heartbeat of 140 per minute. In certain conditions 
of stress or strenuous exercise, the heartbeat increases. 


. The Heart 


The human heart | is a low, muscular structure that lies between the two lungs. It too, is protected by the rib 
cage. Iti is about the size of a fist and weighs about 300 grams. It has four chambers. The two upper ones are 
called atria which receive blood, and the lower ones ventricles. which push the blood out. The right side of the 
heart receives the deoxygenated blood from all over the body. It pumps this blood to the lungs where through 
respiration, blood i is oxygenated and comes back to the heart again. It is the left side of the heart which receives 
the oxygenated blood and pumps it to the rest of the body. On its journey around the body the blood loses 


oxygen in the cells as ica is eons ad picks up carbon dioxide. 


The blood flows around ‘the bodiy ina network of tubes called blood vessels. These are primarily of two kinds: 
arteries (which carry blood away from the heart) and the veins (which carry blood from the various organs 
towards the heart). These blood vessels divide and re-divide in the body into thinner and finer blood vessels 
(capillaries) which surround each organ in the body. 
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All the participants were eager to locate the position of their heart and count their heartbeat. 
This was done collectively through an activity. 


Listen to the heart beat 


We divided the participants into 
pairs. Each was asked to listen to 
the heartbeat of the other partner 
either by pressing their ear to the 
chest or by counting the pulse. The 
number of heart beats per minute 
were recorded and noted down. 
After a while the participants were 
asked to take a run around the room 
and the same activity of recording 
the heartbeat was _ repeated. 
Everyone noticed that the rate of . 
heart beat had shot up substantially. 3 | 
‘Ganesh had run so fast that he said he anata HER ie own n heart aa We asked why 
the heartbeat had gone up after running. 


Papa Rao: Because the heart was beating faster 


Kumari: We have just learnt that the heart beats faster after any strenuous work or exercise. 
But why does it need to beat faster? 


Chandra: When the heart beats faster it pumps the blood faster and so the blood flows faster 
through the body. 


The facilitator asked the participants to try and relate the beating of the heart to what is 
happening in the body. 


Even after much discussion, there seemed to be no satisfactory explanation. We explained 
that running or doing any strenuous exercise requires the body to use up energy very fast. 
To produce energy fast, the cells require food and oxygen to reach them at a faster rate, and 
so the heart too has to beat faster to step up the blood flow in the body. 


The participants shared that they had a very different perception about the heart. They were 
all familiar with this organ since the word "heart" is frequently used in film songs to express 
feelings like love and affection. Kumari said "The beating of the heart is always related to 
falling in love." Bhadraiya added," Not only that, the heart in the film songs breaks and cries 
when it is sad, and sings when happy.” Papa Rao, who is fond of singing songs from films 
in other languages commented, "Not only in Telugu, but the songs in all the other 
languages also associate the heart only with love." 


There was a highly charged discussion on how the heart symbolises different emotions, 
not only in film songs, but in books, and the many phrases and metaphors used in that 
area. Everyone enthusiastically started recalling film songs related to the heart. We 
decided to have an Antakshari competition to see who knew more songs related to the 
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heart! The men and women formed two separate groups. It turned out that though men 
saw more movies, it was the women who knew far more film songs and they defeated the 
men's group quite easily. After the competition, many fascinating parallels started being 
drawn between the perceptions they had of this 'romantic heart’ and the information we 
had just shared. 


Pavan: The heart in poetry and songs is more sensitive and has feelings whereas the heart in 
the textbooks is more like an organ. 


Ramana Reddy: The imaginary heart in songs is located in the brain, whereas the actual one 
is in the chest. 


Manga did not agree with this. Quoting a song she had sung, she said, " there are songs 
which talk about chambers of the heart. 'Gunde gadi khaali, vundi potava' (The room in my 
heart is empty, will you stay in it) So maybe they are the same." Most of the participants also 
felt that the heart in the songs is different from the heart in our body which performs all the 
important functions. Even though it might be the same organ, the visible functional and the 
invisible emotional components are totally different! 


Satish asked another question related to the heart and circulation. He said that some 
doctors, besides feeling the pulse also check the blood pressure. 


What is blood pressure? 


The blood pressure is another diagnostic method used to check the functioning of the heart. 
When the heart contracts, the blood rushes out with a force which exerts pressure on the 
walls of the artery. This pressure peaks when the heart contracts (about 120) and decreases 
when it relaxes (about 80). Thus the normal rate of blood pressure is 120/ 80. This measure 
is an indication of the normal functioning of the heart and the flow of blood in the arteries. 
When the pressure goes much above/below the normal, it strains the heart and can also 
affect the brain. 


Pandu asked, "Is it true that if we donate blood we get weak?" 


We explained that this was a myth. Just like all the other cells in the body, blood cells are 
continuously dying and new blood cells are being produced to maintain their required 
numbers in the body. Thus, the loss of blood in the donor's body would be made up in just 
a few weeks. 


Blood donation and blood groups 


The participants’ perceptions regarding blood donation were likewise influenced by films. 
According to them, films generally showed that only family members of the patient could 
donate blood. The process of blood donation showed the patient and the donor lying on two 
hospital beds placed next to each other. The blood from the donor was collected via a tube 
in a plastic bag, which was simultaneously transferred to the patient. 


We told them that any healthy person could donate blood to the sick, provided their blood 
group matched and they were not weak or ill themselves. The blood thus collected is 
checked for any infection, classified into different groups and then stored in blood banks at 
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very low temperatures. When a patient requires blood, matching blood is brought from the 
blood bank and given to the patient. Simultaneous transfusion as shown in films is rare, and 
it is not necessary that the blood of all the members of a family will match. 


Participants were intrigued by the fact that different members of the same family may have 
different blood groups. They also wanted to understand the importance of being aware of 
one's own blood group. 


Blood Groups 


The blood group can be found out by subjecting the blood to a simple bce 
groups - A, B, AB and O. A person's blood group is decided when the baby is 
compatibility of the blood groups of the patient and the donor is absolutely | 
match, the patients’ blood will react to the donors ‘unmatched’ blood. Th 
Thus, patients of a particular blood group usually receive blood froma don 
from that, people with blood group AB are universal acceptors i. e. can acce 
the four groups, while persons whose blood group is ‘O', are universal don 
of any blood group, but can accept only from people of the same group. 


re are four kinds of blood 

ved. While donating blood, © 
ary. If the blood does not 

j to serious complications. — 
e same blood group. Apart _ 
donors having any of — 
1 donate blood to people - 


This information was consolidated through an activity. 


Match the blood groups 


A table was shown to all the participants with blood groups of the donor on one side and 
blood groups of the recipient on the other. The participants were called one by one and asked 
to mark the compatible and incompatible blood groups. They were asked to put a tick/yes 
under the groups which are compatible and a cross/no under incompatible groups. 


Recipient | 


2B 


As in a previous activity where we had created a model of the digestive system, we prepared 

models of the respiratory and circulatory systems. The shapes of the heart and the lungs 
were cut out, coloured and then pasted with cotton wool placed under them for a three 
dimensional effect. Arteries and veins were made using thin long coloured plastic pipes. The 
bronchii were made with a special pipe which had marked striations to represent the 
cartilage rings. These parts were then pasted onto a huge cardboard. The parts were then 
labelied in Telugu as we recapitulated the major functions of all the organs and the processes 
of respiration and circulation. 


How do we make sense of the world around us? 


Since the two sense organs - the nose and mouth had already been introduced through the 
systems, we decided to deal with the sense of smell and taste first. 
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v do we smell? 


| ue that humans do not smell as efficiently as most animals, even so, our nose is capable of distinguishing 
around 4000 different substances. The nose lining has small areas of sensitive membranes which can detect the 
‘smell in the air entering the nose. These smell cells then send an electrical impulse to the brain which perceives 
the ‘ mel. 


, detect taste? 


ce | f the tongue has ity trenches, each full of sensory cells called taste buds. To taste the food which 
s the mouth, it must be dissolved by saliva. Saliva spreads the taste of food (provided by certain chemicals 
in food) around the mouth. The taste buds are sensitive to these chemicals in the food. The message is once 
again sent to the brain which interprets whether the taste is sweet, sour, salt or bitter. Although all taste buds 
look identical, there are four types, which are arranged in four areas on the tongue. Each area detects one of 
_ the four tastes. Licking sweets with the end part of the tongue is the best way to taste the sweetness, because 
sweet-sensitive cells are on the tip of the tongue. Bitter taste is detected at the back of the tongue and 
salty and sour on the sides. 


Nageshwar Rao: | remember we were taught about the senses and brain in school. Though | 
don't remember much about any of the systems now, | used to be very interested in the 
functions of the brain. 


Ganesh: The brain is the most important part of the body. 


Ratnam: No! | think it is the heart which is the most important because if it stops beating, we 
will die. 


We explained that the working of the body is so complex and interrelated that it would not 
be correct to isolate any organ as the 'most important.’ All organs have their own roles which 
are important in keeping the body functioning normally. That is why we don't die only of 
heart attacks or brain injuries! But when we talk of the heart and the brain, it is true that if 
the heart stops beating, all the organs will stop functioning. However, the heart can continue 
to beat even if the brain is damaged but the person will not be able to move, think or eat. 
This state is referred to as ‘brain dead' as the brain is responsible for all these functions. The 
centres for language, memory, learning are all located in the brain. The five main senses have 
been developed to collect information about the world around us. The information collectors 
are eyes, ears, nose, mouth and skin, but it is the brain that interprets the information. 


The brain acts as the main coordinating centre of our sensory system. It receives information 
about the outside world from the nerves. Nerves run throughout the body, carrying 
messages through the spinal cord to the brain. The brain sorts the information and instructs 
the organs to respond accordingly. We showed the picture of the brain and nervous system 
and explained the process of sensory response. Similar to the process of smelling and tasting 
are the processes of responding to sound, touch and sight. 


Ramana Reddy said that he knew something about the ear structure and that there is the 
karna bheri (ear drum) which helps us hear. 


Pavan commented, "Deep inside the ear there are cells which pick up this sound. And then 
they must be sending it to the medadu (brain) which tells us what we hear!" 
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We added to their description and explained the process of hearing. 


How do we hear? 


Sound travels in the form of waves, not unlike those in the ocean. Only these are waves which we cannot see 
and which travel through air. Sound is produced when any substance vibrates. These vibrations, in the form of 
waves are carried to our ear. These waves enter our outer ear. The part of the ear that you can see (the pinna) 
is used to help find out which direction a sound comes from. The outer passage of the ear leads to eardrum. This 
has a tight skin which picks up the sound and vibrates with it. The eardrum is attached to a bone called the 
hammer which passes sound on to two more bones, called the anvil and stirrup because of their shape. The 
vibrations are then transmitted to the | inner ear, where the sound is converted into electrical signals that the brain 
can pau and ‘hear’. 


We did the ital activity with the participants to check their eyesight. 


Who can see better? 


We wrote symbols of different sizes ranging from 1 inch to 8 inches on a chart paper. These 
were arranged in five rows with the alphabets decreasing in size. The participants took turns 
to read these alphabets from a distance of 20 feet. This exercise was done in order to check 
their eyesight. The participants were very excited with this activity. 


To our surprise only four participants had difficulty in reading from a distance. Lakshmi 
said when she went for the eye check up, the doctor advised her to wear glasses. However, 
she did not wear them because she felt embarassed. She said that many women felt like her. 


Raja Reddy said "Government organises eye camps regularly in both the areas. A lot of 
people come for these camps as they are free. But sometimes after the camp, they do not 
have any access to follow up services." 


Chandra asked, "How do glasses and the lens help?" 
We explained the structure of the eye and how we see images of the objects around us. Due 


to various reasons the lens in some people's eyes is not able to focus properly over long and 
short distances. To correct this, they wear glasses. 


Wearing glasses 


The function of the lens of the eye is to ‘ote a clear picture on the retina. The lens bends the light from. outside 
the eye so that it comes to a point, or focuses, exactly on the retina., Muscles in the eye automatically ' vary the — 


curvature of the lens to adjust the focusing for different distances. The lenses in some people’ s eyes do not focus . 
properly over all distances, so they wear glasses or contact lenses to correct this. People who suffer from short- - 
sightedness cannot focus on distant ant and need a with a concave vt sks dea ce : 
see nearby objects and need a convex lens. _ 


Participants shared that another common problem related to the eyes is conjunctivitis. This 
occurs frequently during rainy season and spreads very rapidly. Usually, people use the 
juice of onions or drumstick leaves to provide relief. We explained that there are certain 
exercises which if done regularly improve the vision. 
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No two finger prints are the same.... 


We began the discussion on skin by asking everyone to put their thumb impressions on a 


piece of white paper. We examined each other's impressions and found that each of them 
was different! Pandu narrated a local story popular in their area. 


In a family there were four naughty children. In the 
month of summer the parents prepared some mango 
pickle and sealed it tightly. The children were not 
allowed to touch the pickle. When the parents left for 
agricultural work, the children decided to taste the 
pickle. They opened the jar and while taking it out, 
spilled the pickle and oil all over. When the parents 
came back they noticed the oily finger prints on the jar 
and the mess all over and were very angry. The 
children refused to own up to who amongst them had 
opened the jar and distributed the pickle. So the father 
made all the children put their oily fingers on another 
jar and then tried to match the finger prints. He 
identified the culprit - it was his eldest son. 


Chellana pointed out that our skin is tight or 
loose or flexible in different parts of the body. " 
The skin on the palm is tight so that one can hold 
things firmly, whereas it is loose on the joints in 
order to make it possible to move." 


The skin is the covering of the body and protects it from the outer environment. Savitri said 
that she had noticed that the skin regularly peels off. Papa Rao explained that the outermost 
layer of the skin is referred to as 'Peethi pora' or 'shit skin’ as it expels or secretes sweat, salts, 
etc. It also peels off and is replaced by new skin. 


t ure of the skin and the functions of the three layers. Theo outer layer consists of dead 
also constantly dying and being replaced by new ones. The sweat glands are in 
duct opens out on the outer covering. Excretion of excessive water and salts helps 
rature. The root of hair is also in this layer, as are the ne rves and blood vessels. 
re close to the outer layer of the skin, ‘it can pick up ‘different sensations. The 
deposits. The skin. gets its colour from a substance called melanin, which is made 
> the number of melanin cells, the darker the skin. The amount of melanin depends ~ 
ion, geographical area, etc. It also protects the deeper layers of the skin against 
oples from hot, sunny places need more protection than those from cooler places, 
> more melanin and darker skin. 


Pandu commented that the ends of the hair, like the outermost skin is also dead. That is why 
we feel pain when they are pulled out from the roots, but not if we cut them! Ratnam said 
that it is the same with our nails. 


Lakshmi said that she was always made conscious of the fact that she was dark. "Light skin 
colour is equated with beauty." 
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Appal Raju felt that the pressure to look beautiful and fair is more on women. Abbai (man) 
can be of any colour, but ammai (woman) should be fair. 


We shared that this preference for 'fair skin' exists in many societies. Apart from skin colour, 
each society has defined stereotypes about what they consider as beautiful. Women have 
especially had to go through many oppressive practices to fit into these images. We shared 
that for many years small feet were considered as a sign of beauty in China. This led to the 
common and painful practice of tying the feet of young Chinese girls and forcing them 
inside tiny shoes throughout their growing years. This was done in order to stop the normal 
growth of feet so that they remain small and beautiful. In Europe, women had to wear 
special stiff garments which were laced up so that they would look slim, shapely and fit into 
their tight - waisted gowns. 


Even today, women and young girls are made to feel that the desired look is 'slim, beautiful 
and fair.’ Such is the pressure that women, especially in the cities, feel it is necessary to be 
fair at any cost. Thousands of cosmetic companies are cashing in on this need to look fair 
and beautiful and new creams and lotions are flooding the market everyday. Media also 
play a large role in perpetuating these notions of beauty. Advertisements on television, 
cinema and magazines promote these products. In fact, such is the competition that the price 
of cosmetics and other consumer items has fallen considerably. We shared the example of 
Brazil, where cosmetics have become cheaper than food items. A lipstick is cheaper than a 
loaf of bread! This trend is catching on even in our country and we too might face a similar 
situation in the future. This discussion was linked to previous sessions on market economy 
and food security, voicing the concerns of the adverse effects of globalisation. 


"My body often aches and pains" 


Most aches and pains are related 
to the kind of work an j 
individual does. Specific 
occupations have been shown to 
have adverse effects on certain 
parts of the body and to increase 
risk of certain illnesses. The 
most common _ occupational 
hazard for all women however, 
is probably overwork. Though it 
is generally thought that man is 
responsible for farm work 
assisted by the woman, in most | 
of the families, it is the woman . : = 
who does the farm work assisted by the man. The work at home is ome eopcnannie alone 
- from pounding and grinding rice, getting water from distant sources, fodder gathering, to 
other household chores. 


Besides these the entire responsibility of child bearing and child care falls on women. Such 
tasks done repetitively day in and day out, leads to serious and chronic back, neck and 
shoulder pains. Most of these aches and pains fall into the category of occupational health, 
but are rarely considered to be of significance as most of the work related to the home is not 
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considered 'work'. We took up this discussion with the group. They pointed out that, as 
discussed in an earlier session, the shifts in the agricultural patterns have increased the 
burden of work, especially among women. 


Bending for long stretches of time in the field is often linked with severe recurring back and 
shoulder ache in women. These problems are often as a result of carrying heavy load - for 


example water, which is seen solely as a woman's responsibility, and regarded as one of the 
most strenuous of all chores. 


Women described the different manifestations or kinds of pains they experience: 


Kallu noppi Leg champs 

Kallu peekudu Pulling servation in the begs 
Meda noppi Neck pain 

Tala noppi Headache 

Nadum noppi Back pain 

Vollu salupulu Body aches 


Kannayamma: Suffering from some pain or the other is a part of our lives. If some part is not 
aching because of the daily work, there is the monthly menstrual pain, leg cramps and lower 
backache. 


Lower back ache is a very common complaint in women and can be due to many reasons. 
Many women get backache after tubectomy. Tellabatta (Infections) are another commeon- TN 
cause. PONG ON 


Explaining the skeletal and muscular systems and their functioning, we detailed the 
physiology of aches and pains. Backache is generally related to the lumbar region. It can 
originate there and extend upto the shoulders, or down to the legs. The muscles holding the 
spine become slack due to reasons like fatigue, lack of calcium, lifestyle, wrong posture, 
lifting weights, etc. Because of this, the vertebrae might ultimately prolapse leading to 
severe pain. Sometimes the disc between two vertebrae might get damaged which is a much 
more serious problem. From the cervical region the pain can extend to the arm, or feel like 
pins and needles in one arm. In this case the nerves emerging between the two cervical 
vertebrae are being crushed. 


Lack of adequate food, especially calcium results in weak bones and cramps in legs. Leg 
cramps are also associated with eating excess of heat producing foods. 


General weakness, anaemia and malnourishment, which are realities of most women's 
physical being, make them specially vulnerable to aches and pain. Many aches and pains are 
due to physical reasons, but stress and tensions in a woman's life take their own toll on her. 
Tensions often result in headaches and neck ache. Taking symptomatic treatment for these 
pains is like recognising only the tip of the iceberg. Till the cycle of overwork, inadequate 
food and rest is not broken, medicines provide only temporary relief, and sometimes not 
even that if the cause for pain lies in a stressful situation. 


Knowledge of our body and the different systems of health care facilitates a holistic 
understanding of health and illnesses. This is also important for a dialogue between people 
and health service providers. This would enable health providers to deliver the services in 
more effective and meaningful way. For many health problems local knowledge if 
augmented with health services would be more effective and acceptable to people than the 
approach of the modern allopathic system. 
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Govu - Gubbati 


Adolescent boy - Adolescent girl 


_ There are an estimated 190 million adolescents aged between 10 to 19 years in India, 
comprising over one-fifth of the entire population. In spite of that, their health and 
other needs are poorly understood and addressed. While the needs of children or 
pregnant women are acknowledged in national policies and programmes to some 
extent, there are very few services dedicated to adolescents and their health and 
information needs. The consequences of this neglect are enormous. 


Adolescence entails rapid biological and psychosocial changes, the most critical 
being the emergence of reproductive capacity, which, more than anything else, 
distinguishes the child from the adult. Notable progress is made towards emotional 
maturity, capacity to form interpersonal relationships, and development of other 
aspects of the personality. The sense of identity is refined and consolidated. 
Though adolescence is marked by major biological changes, every culture defines it 
in a different way. 


In this transition from childhood to adulthood, the adolescent requires immense 
help and support both from the immediate family and the society, to cope with 
these changes. Since parents, relatives and teachers often discourage questions and 
avoid discussions on physical changes like menstruation, puberty and 
reproduction, labelling them as ‘dirty talk' in most situations they do not have 
access to information nor the opportunities to develop skills to deal with the 
changes and challenges of adolescence. 


The societal taboos over all aspects of sexuality obscure some of the very basic 
functions of life in a deep mystery. Due to dearth of information and lack of 
awareness, young people often pick up stray information from unreliable sources, 
often peers who may have little knowledge about the issue. Therefore, on reaching 
puberty, an adolescent, with sketchy, erroneous and often distorted understanding 
of life and processes, suddenly has to face a range of new situations, which are out 
of his/her control. 


It was in this context that we located our session on ‘adolescence and sexuality’ that would 
both, contextually and conceptually, be open to interpretation. Thus, we did not start the 
session with a rigidly framed definition of 'sexuality', but tried to evolve it through the 
course of discussion and debates. At this stage of the workshop both men and women 
participants appeared quite comfortable interacting with each other. So we began the 
discussion on ‘adolescence and sexuality’ in a mixed group. However, we soon realised that 
the participants were not comfortable in sharing their personal feelings and experiences. So 
the men and women participants were divided into two separate groups. 


Govu (Adolescent boys) 


Learning about sexuality - including our own - is a challenging process. Being women and 
as a part of the ongoing women's movement we were comfortable in talking about these 
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issues with women. But with men, we were apprehensive as to how to initiate the discussion 
This led us to pause and introspect on the ingrained 'taboo' around sexuality that may 
influence each of us at some point of time or other. And yet, the more we engaged in this 
process the richer our understanding became. Moreover, complexities of sexuality can be 
unfolded only when we adopt a non-judgemental attitude towards varied sexual realities. 


We decided to begin the discussion 
by asking about the kind of physical 
changes that they had experienced 
during 11 to 18 years of age. There 
was a long silence, with each one 
hoping that the other would start 
first. Their self-consciousness was 
very evident. One of our facilitator, 
Sarojini then started with her own 
experience during puberty, as she 
felt that this would help the 
participants to open up. 


"When I had my first periods, my mother and elder sister were away. One day I found blood 
on my skirt. I ran to my father who was attending his patients. I told him that I got a big 
cut that was bleeding. He asked me to sit and took out some Dettol and cotton to clean the 
cut. When my father realised that it was menstrual blood, his face became absolutely red. 
He folded the cotton like a pad and asked me to go inside and keep the pad in my panty. I 
was surprised to see my father getting very tense. He immediately called my aunt, who 
lived next door. My aunt explained everything to me, from using the pad to cleaning the 
panty. My mother arrived on the third day. My younger brother, who was with me through 
the entire ordeal, was worried about my sudden illness. 


I was confined to the house for five days and was not allowed to play with my brother. My 
grandmother insisted on applying turmeric paste on me before my bath and made special 
sweets of jaggery, coconut and sesame. I shared the sweets with my younger brother." 


Once Sarojini had shared her experience, the group was more relaxed and started talking. 
And although they did not open up with their own experiences of puberty, they started to 
discuss the practices and rituals surrounding menstruation in their area. This was a new 
experience for us, and we did not know how to move on to discuss male sexuality. 


We discovered that men had a general idea about menstruation because of the many rituals 
associated with it. However, most men did not have a clear understanding about why and 
when it happened and what was the duration. 


In order to move the discussion forward, we decided on an exercise that would facilitate the 
participants to recollect and share their experience of adolescence and help us uncover the 
nuances. The participants then narrated the most striking change (physical, behavioural or 
emotional) that they could remember from their adolescent years. These experiences led to 
a detailed discussion around adolescence and sexuality and the existing social norms and 
values associated with them. 
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Physical changes during puberty "Now I am a man" 


The appearance of beard and moustache was seen as a significant change as it made them 
feel that they were ‘growing up’. 


Ganesh, the youngest in the team, said, "My friends tease me because I still have no beard 
or moustache. Everybody laughs at me and say that I will become an ‘in-between’. 


‘In-between' was a term commonly used for transgenders among the participants. Ganesh 
was upset and keen to understand the reason for not having a beard. We tried to convince 
the group that there was nothing ‘abnormal’ about Ganesh and the onset of puberty varied 
from one person to another depending on a set of biological (hereditary, physiological, etc) 
and social factors. 


In certain communities of the Telangana area, Gaddam Pani is an occasion for great 
celebration. Amidst the beating of drums, the adolescent boy is given his first shave by the 
barber. All the relatives are invited and a goat is slaughtered for a grand feast. 


Some participants shared that they were quite anxious with the growth of breasts during the 
early stages of puberty. However, this growth stopped within a year or two. We explained 
that sometimes there is a temporary enlargement of the breasts during puberty due to 
hormonal changes. Most of the participants felt that the 'breaking of voice’ was also quite 
distressing as they felt embarrassed to talk. 


Most of the participants remembered feeling confused, and talking a lot with their friends 
about the various changes in their body. 


When Chellanna told his friend about these changes, his friend said, "Now you are a man 
and ready for marriage." 


One participant shared, "The elders bothered me by asking whether I had hair on the 
genitals. I hated these jokes and ran away from them." 


Another participant said, "When I got these tiny little raised bumps, I was scared. I felt 
inhibited to show it to my friends. Then, after a few days, I noticed hair growing out of 
these." 


We explained that with the initial growth of pubic hair there are often raised bumps on the 
surface of the skin. These raised bumps are caused by the tiny hairs trying to push through 
the skin. At first the growth is sparse but gradually there is an increased growth of pubic 
hair around the base of the penis and other genital organs. 


Some men said that as young boys, they knew that adults had pubic hair and thick body 
hair. They also longed to have hair on their bodies. They also shared that some teenage boys 
spent a lot of time looking at each other's penises. The size of the penis was a major topic of 
discussion among adolescent boys when they bathed together. Generally, most of them 
thought that their penises were too small. Some boys felt so bad that they thought life was 
not worth living with a 'small' penis. We told them that most penises measured 2 to 4 inches. 
When erect, they varied from 5 to 7 inches. The size of the penis did not make any difference 
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to its functioning during sexual intercourse. These revelations brought out the ‘significant’ 
role that the penis plays in determining the self-image and self-confidence of a young 
adolescent. This is because throughout history, the size of the penis has been consciously or 
unconsciously associated with masculinity, vigour and power. The penis has assumed 
exaggerated importance because of existing gender and power relations that views man as 
the superior- his superiority to be proved by his power of penetration. 


Participants also shared their experience of having wet dreams. 


One participant told us, "| woke up one day with a puddle of discharge on my lungi and was 
amazed. | realised that it was not urine, but did not know what it was, or how it appeared.” 


Some even thought wet dreams were the result of some 'wrong' done in the past. They 
shared that this discharge usually followed erotic thoughts and dreams. The problem about 
wet dreams was not that it happened, but that no one prepares the boys for it. We explained 
that wet dreams are perfectly natural and an indication that the body is producing sperms. 
It marks the beginning of puberty. Often boys experience their first ejaculation in this way. 


Social and behavioral changes: “Chalo cinema” 


The male participants said that during adolescence they all felt the desire to talk to girls. 
Most participants accepted that in the past, they had teased girls, offered flowers and met 
them in cinema halls and weekly markets. "Going to the cinema" was a major event. They 
also liked to dress up and use perfumes when they went out to watch films. One of them 
admitted that he used to tease his niece, as he knew that they were going to get married in 
the future. He never bothered to understand or find out whether she liked it or not. Some of 
them even tried to follow the girls when they went out to relieve themselves. 
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This kind of behaviour is so ingrained in the socialisation of adolescent boys that they are 
made to believe that these are the ways to express one's masculinity and sexuality. 
Moreover, since the natural curiosity of adolescents does not get satisfied within the rigid 
normative boundaries of family and society most boys satisfy their curiosity and handle 
their sexuality in a manner that reinforces the patriarchal social order. 


Pressure from the seniors and peer group compounded with their own ‘longing’ to ‘unravel’ 
the 'mystery of sex' often led them to the brothel. Most participants said that visiting the 
brothel was a very exciting exploration for them. It was also very significant, as the first 
sexual act was full of confusion and the sex workers helped them out. None of them used 
condoms, nor had any knowledge about contraception. Most of the participants had one or 
more sexual experiences by the time they were seventeen. 


While speaking about the construction of femininity and female roles and the social pressure 
on women to comply with them, we must also bear in mind that society exerts similar 
pressure on men through the construction of masculinity and male roles. Many a times the 
demand to be 'masculine’, ‘strong’, and ‘sexually experienced’ therefore jeopardizes their 
well-being. 


Violence and abuse “there were many unpleasant experiences” 


While sharing their experiences in the residential schools, the men talked about many 
instances of sexual abuse. They said that the senior boys and teachers often molested the 
younger ones. They had no choice but to endure it. However, all the participants denied 
that there was any sexual relationship between the boys in the school. 


They also said they were frequently abused verbally by the teachers. However, these 
insulting and derogatory remarks were usually applied to boys who misbehaved with elders 
or girls. 3 


Edaku vacchina goddu laga thimguthunnadu he is noaming like an 
ox that is neady fon mating 


As there were no high schools in the villages 


Vuni meeda aambotula timgutunnadu he is noaming bike a bull in 
the village 


The participants argued that men also face incest 
and abuse during the adolescent years, not only in 
schools, but within the family as well. It is a 
common practice in the GD area to suppress the 
growth of a male child's chest and nipples during 
adolescence. It is believed that if they grow too 
much, they might end up looking like girls. The 
sisters-in-law and uncles usually tease the boys 
about this. They squeeze the breasts and pull the 
nipples very hard till some discharge oozes out. 
They also heat a coin on the fire and press it on the 
nipple to prevent further growth. Every participant 
had gone through these experiences during puberty. 
They said that it was very painful and traumatic. 


most of the participants had to go to the 
residential ashram schools located in the 


towns. The facilities in the hostels were 


pathetic. The students were not provided 


with proper meals, linen, water or soap. 
_ Most of the boys suffered from chronic 


scabies and other skin infections; they were 
not provided any treatment for these 
infections. They suffered from itching and 


pain in the genital area because of 


scratching. One of the boys could not 


: tolerate the severe itching. He soaked 
_ himself in hot water and brutally rubbed his 


genitals. He had to be hospitalised for heavy 
bleeding. Some of them did not want to 
leave their village to go back and study in 
these schools. A majority of the students left 
their schools in disgust due to the conditions _ 


_ there and chronic scabies. 
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We shared with the participants that this practice of pressing the nipples with a hot coin exists 
in some parts of UP and Rajasthan for adolescent girls. There they fear that if the girl's breasts 
grow, she would look mature and need to be married. 


We discussed this issue and explained to them that not only are such social practices harmful, 
but any direct or indirect abuse of children and adolescents is an invisible crime. The police 
unofficially peg Child Sexual Abuse (CSA) in India at 40 per cent for girls and 25 per cent for 
boys under the age of 16, cutting across class and community. This does not include physical 
violence against the child, child rape and child prostitution, which the police categorise 
differently. 


Relationships 


Mohanaalaku velli poyaru (Elopement) 


Participants shared that the Nookalamma Jatra is held in Dujarti village. Although people of 
all age groups attend the jatra, it is mostly the adolescent boys and girls who attend it. 
Elopement takes place during this jatra. It is called "Mohanalaku velli poyaru" or "eloped to 
romance". Usually, the couple comes back and settles down in their village, or goes away 
and stays in some other village if parents do not approve of the relationship. However, it is 
expected that the couple will get married when they come back. 


This special festival provides a socially and culturally accepted forum for young boys and 
girls to meet and elope. A participant told us how he had eloped with the girl whom he liked 
during this festival. The girl's parents did not want them to get married as he belonged to 
another tribe. However they persisted and finally once they got married, things settled 
down and both families accepted them. 


Pavan: In the CEAD area, if a girl runs away or leaves the house and later returns, the family 
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bad name to the family. 
marriage. This is 


worse still if the girl Mill rin? ay mh 

returns with a child. ™ \ ty yal i 7 a ven 4 1 il Wiis 
This is not so with Ri | Ne 

the boy. He is y i 2 mq 
accepted back easily fM 

by the family and 

the village. In case he 
brings the girl with him, the 
family might disapprove but slowly they accept 
his decision. 

Naidu: These situations are very difficult for the family too. | know of an 

incident where the family had sent their daughter away to a far off city in order to convince 
relatives and neighbours. 
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Most male participants did not feel there was anything wrong in boys having premarital sex. 
"Sex before marriage is likely to be more common among men than among women". 
Some of them expressed that a man may have premarital sex but a woman should not. 


"Men expect their wives to be a virgin, even though they themselves have had premarital 
sexual relationships with more than one partner." 


Some participants considered it all right for themselves as well as for girls to have explored 
sexual relationships. However, they said, generally it is not considered *wrong' for a girl to 
have sex with a boy "only if the boy and girl are in love with each other and if they are going 
to get married." 


We discussed these societal perceptions at length. Why were there different expectations 
of men and women? Why was it that while the society expects the man to be sexually 
experienced, it demands that the girl be a ‘virgin’? The society's understanding of 
masculinity and femininity particularly in terms of sexuality is that of opposites. This 
polarisation of sexuality into two kinds, feminine and masculine, and their equation with 
passivity and activity, respectively lays the foundation for an unhealthy relationship 
between women and men. This needs to be deconstructed and challenged in order to 
question the differential perceptions and expectations that society has for women and 
men. 


Discussing and_ sharing’ the 
experiences during adolescence = 
with male participants helped us 23g 
to learn, unlearn and clarify certain S33 
concepts. Listening to people's “* 
experiences and their strategies to 
cope with life-situations, and the 
emotional anxiety around the _. 
changing self, helped us to evolve ps 
a comprehensive understanding of 
sexuality. The guiding principle 
throughout the discussion was that 
the most profound societal 
influence on an_ individual's 
sexuality comes from prescribed 
gender roles - the social norms and | 
values that shape the relative power, responsibilities, and behaviour of women and men. 
Since gender roles typically support an imbalance of power between men and women, an 
individual's experience of sexuality often expresses this. These roles at best leave women 
and men ill-prepared for mutually satisfying relationships. 


Gubbati (Adolescent girls) 


In the women's group too, most of the participants were initially hesitant to speak. To help 
the process, Usha, who was facilitating the session, began by speaking about her own 
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experiences during puberty. This ¢¢. 
encouraged the others in the Pigg 
group to gradually open up and &. 

participate. Bin 


Most of the women revealed that ds ‘5 
they were anxious when they | 
noticed the changes in the body | 
during early adolescence, Such as 
the growth of breasts, hair in the 
pubic region and armpits. Some . 
of them knew about 
menstruation but had _ no 
knowledge about the related 
physiological changes. These , b: | 
were unexpected, and when they occurred, left nee scared and surprised. But most of the 
participants communicated that they also felt happy about 'growing-up'. Many of the 
women expressed their growing attraction towards the opposite sex. 


"| was very happy with the changes in my body. | always wanted to ‘grow up’ and wear nice 
saris. | used to look into the mirror many times. Whenever somebody complemented me, | 
used to feel very happy.” 


“Earlier | used to make two plaits. When | reached puberty, | started making only one plait 
and putting flowers in it. | wanted to watch lots of movies and sometimes combed my hair 
like the film heroines." 


They had all experienced mixed feelings of shyness and fear - "shyness" at the sight of men 
and "fear" of being touched. 


"| knew that | was going to get married to my mama (maternal uncle). Whenever he came 
home, | used to feel shy and run away." 


All these reactions pointed towards the fact that the desire to be noticed by the opposite sex 
was as ‘natural’ among the boys as it was among the girls. The ways in which society 
perceived them and expected them to behave actually directed their behaviour. 


Menstruation, rituals, and taboos 


All the women knew about menstruation through hearsay, but discovered what it meant 
only through interactions with their peers. Manga and Lakshmi had learnt about 
menstruation from other girls in their village, while Savitri, Usha and Ramani had learnt 
about it from friends at school. Kumari and Kannayamma were the only ones who got this 
information from their mothers. Still, this knowledge did not take away the shock or sense 
of fear accompanying the first menstrual experience for some of the participants. 


"One of my friends was raped before she had attained puberty. She bled a lot. She told me 
about it. It became a big issue in the village. After that she was not allowed to go out alone, 
even to get fodder for the cattle. A month later, when I attained puberty, I did not tell 
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anyone. For two days I kept it to myself. I feared that they might accuse me of being raped 
because I was also bleeding. My sister noticed the stain after two days. Only then did I tell 
her. I was very scared." 


"I had two elder sisters. I knew that I would also grow up like them one day and menstruate. 
But I was not sure how it was going to happen. I felt happy with the changes in my body 
and was waiting to wear a sari. One day I had severe stomach pain. My sister gave me a 
Baralgan tablet. In the school, while going to the classroom, my teacher called me and asked 
me to go home. I wondered why he was saying so. He even sent my friend with me. Once 
I reached home, I realised that the back of my skirt was stained with blood. I was very 
confused." 


In the local language menstruation is referred to as: 


Muttu aiyindi (she has been touched) 
Pushpavathi Cliyindi (owen is blossomed) 
Pedda aiyindi (gnoum olden) 


Obviously, menstruation is the event which indicates the 
transition from girlhood to womanhood, a desirable transition 
that is much awaited. The term ‘flower blossoming’ is used in 
many regions of the country as a metaphor for the emerging 
sexuality of the adolescent girl, which has to be kept under 
control. The discussion then moved to the elaborate rituals and 
taboos prevalent in their area surrounding a young girl's 
attainment of puberty. 


Participants from the GD area said that once a girl attains menarche, she has to stay away from 
everybody for 11 days. The bariki (village messenger), beats the drum so that the entire village comes 
to know about the event. The girl is not allowed to see any man for these 11 days. If the mature girl’s 
shadow falls on men, they won't get any animal when they go hunting. Till the holy bath the girl is 
not allowed to touch any member of the family. Neither can the family members touch her. She is made 
to stay in a separate room. She has to sit on a seat of palm leaves that her maternal uncle brings and 
not on the floor. Turmeric paste is applied all over the girl’s body and she is given sweets made from 
jaggery to eat, for all the 11 days. She is also given a special preparation, Thopa, to eat. Thopa is 
prepared with ragi flour and jaggery, which are energy-giving foods. From the first day of 
menstruation till it is over, the girl is not allowed to eat meat products, chillies, and sour foods, as it is 
believed that the menstrual blood might smell foul. 


All the women who come to visit her during those 11 days bring her different sweets, rice and dal. 
They bless her with rice mixed with turmeric (Akshintalu). The girl's parents in turn, offer them a 
mixture of rice, coconut and jaggery. This rice should not be thrown anywhere in the house or 
stamped on. It is thrown on the roof. The girl is not allowed to throw away any remnants of her food. 
She has to hide it under her seat of palm leaves. She can bathe only in the night, after the entire village 
goes to sleep. This precaution is taken, as it is believed that a girl who attains puberty becomes an 
easy victim of black magic. 


We informed the group that similar rituals and restrictions are prevalent all over India. 
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Menstruation is one of those natural processes, which is shrouded by social taboos and 
beliefs. These practices / rituals have evolved from the popular perception that menstrual 
blood is polluted, harmful and inauspicious. Women are said to be "unclean" during their 
periods, which women often believe themselves. After all, when everyone else treats it as 
dirty, as something polluting, it is natural to feel so oneself. But menstrual blood is not 
"dirty"; neither is the girl "polluted". These taboos are not based on fact, but on fear. 
Menstruation is the sign of a woman's ability to give birth, and this ability is a power that 
only women are endowed with, creating hostility and fear towards it and hence leading to 
continuous attempts to control it as the 'property' of man. 


Traditionally, on the night of the 11th day, the girl's paternal aunt prepares a bath for her. Before the 
bath, the girl has to give away all the clothes she wore in the past 11 days to the local washerwomen. 
A pit is dug behind the house where all the remaining belongings of the girl, including her comb, 
leaves, etc. are burnt to ashes. This ritual is also performed in the night, after everybody in the village 
goes to sleep. 


The following day, the girl is dressed like a bride and members of the family and community, 
are invited to a feast hosted by her parents. People who attend the feast offer gifts or money 
to the girl. 


"| really enjoyed the ritual. | liked the turmeric paste on my face and the big kumkum bindi 
on the forehead. | felt shy when everybody was looking at me but | also enjoyed the 
attention | got”. 


"| was waiting for this event. | have seen my friend going through the ritual. | felt happy 
with the way | was dressed up". 


The girl wears the sari gifted to her by her maternal uncle (mother's brother) and he enjoys 
the sole right to drape the last end of the sari over the girl's shoulder. This symbolic gesture 
signifies the uncle's sexual right over the girl. In many families, the girl is married off to 
her uncle. 


Some participants said that they had no say if their maternal uncle exercised his powers. 
Neither did the parents object, even if the girl protested. However, two participants said that 
they had willingly married their uncle or cousin. 


Though many of these taboos and restrictions were only around the first menstruation, some 
continued throughout life. For example, during menstruation the woman was not allowed 
to participate in any religious rituals and customs. However, she could cook and continue 
to do the other household work. 


Ratnam: We do all the household and agricultural work even during menstruation and nobody 
Says you are menstruating so you should not go to the fields. 


Ramani: The restrictions are there during festivals and we are not allowed to worship during 
menstruation. 


Usha felt very strongly that these restrictions tried to subjugate women, feeling comfortable 
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only with her 'domestic and child rearing’ role. Since a woman contributed so much to the 
household and agricultural work, she was allowed to continue doing so during 
menstruation. But the same woman was stopped from participating in festivals as men 
played an important role in them, and religion was another area that symbolized power 
and control. 


Puberty and society: "There were new restrictions on me" 


It is interesting to analyse the contradictions around female adolescence. Before attaining 
puberty all matters relating to sexuality are kept secret. However, as she shows signs of 
reaching puberty, a girl assumes a new role in society. 


Kannayamma voiced her anger at the societal expectations from women, "Before we attain 
menarche, everybody teases us. Once we get our periods they only talk about marriage. 
Everybody keeps asking us when we are getting married. When we get married everybody 
wants to know when we are going to have a child." 


Conversation around her takes on subtle sexual overtones. Several phrases are used to refer 
to her impending ‘state’. 


Eppudu booni mookha peduthundo When is she tneating ua with sweets? 

Eppudu pappu koodu peduthundo When is she feeding us nice and dal? 

Entampaadu konda eppudo pagubudhi When ts the ned mountain going to bunt? 

Repo maapo ee kunda pagubludhi Tornonnour on day aften the mud. pot is 
going to cnack 


However, with menstruation there is a sudden rush to identify the 'woman' in the girl. 
Usage of the words “crack' and “burst' clearly imply that the entry into adolescence is seen 
as volatile and uncontrollable. Along with it there exists an undertone that this must be 
controlled in one way or the other. Thus, this natural bodily process is accompanied by a set 
of new roles, responsibilities and restrictions that are thrust upon the girl. Moreover, the 
adolescent girl is suddenly supposed to be comfortable and willing to perform her sexual 
role with ease in marriage. Sexuality is thought to be the "most malleable human 
characteristic and societies have always made use of this fact in order to harness it to their 
end" (Pinal Ilkkaracan, 2000). As such, sex and sexuality are not discussed openly in the 
family, and are talked about secretly with friends or sisters. 


Society responds to this changing identity with other typical phrases directed towards the 
adolescent girl on the verge of attaining puberty. All of these invariably carry overt sexual 
connotations. 


Thus it is made clear to her, through direct and indirect means, that her sexuality should be 
harnessed and captivated in marriage and should be realised only in reproducing an heir for 
her husband's family. However, if she bypasses any of these norms and questions the value 
system either consciously or unconsciously, she is threatened, questioned and forced to 
comply. The participants shared the kind of restrictions that were imposed on them: 


Ramani: My parents told me to keep away from men and refrain from meeting or talking to 
strangers. Iwas not allowed to go out alone in the night. They were afraid that | would learn 
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new things from the boys and rebel. 


Manga: Generally the girls are told to go out only with other girls and women. They are not 
allowed to play with boys anymore. Some of them are not even allowed to go to school and 


are expected to marry as early as possible. They think if the girl is exposed to the outer 
world she will develop relationships with strangers. 


Relationships 


Since the discussion drifted 
to premarital relationships, 
we wanted to explore the 
participants’ views on this. 
The participants felt that it & 
was not "right" for girls to & 
have sex before marriage. 
According to them, this 23 
could create problems after 
marriage like increased 
violence and even 
desertion. Moreover, they 
cited instances in which the 
boy promised marriage, but . 2 4 eae a 
did not go through with it. In such cases, the Roce blames aig the oH and she ‘ats to 
suffer the consequences. 


What emerged from the discussion was that the participants thought pre-marital sex to be 
acceptable but felt unsure about their partners. Besides, the society also looks down on girls 
who engage in pre-marital sex. 


For girls, the focal point around which sexual discourse takes place is marriage. Marriage 
forms the basis for sexual relations; this is "normal" and taken for "granted". Most women 
perceived sex and marriage as being synonymous and therefore premarital sex was seen as 
"bad" and "wrong". Some said that premarital sex was ‘acceptable’ only if the partners were 
engaged or going to get married. But for men, sex and marriage need not be synonymous 
and premarital sex, as well as extra marital affairs, are common. The dichotomy is that 
women are expected to be ‘pure’ and ‘virgin’ at marriage whereas the man should be 
‘experienced’. This is rooted in the patriarchal ideology that condemns women for having 
sexual urges and desires while placing no such limitations on men. 


As the discussion moved to marriage, we wanted to explore the women's views on marriage. 
We divided the married and unmarried into separate groups and asked them to 
express /articulate their expectations from their husbands. 

Almost all the women expressed some thought-provoking views on marriage. Married 
women laid more stress on the quality of the man-woman relationship. They expected a lot 
of openness, honesty and trust in their marital relationships. They felt that if women walked 
out of relationships because of their husbands' behaviour, one should think of ways to 
punish the men and make them more accountable. 


Ta 


Most of the unmarried women in the group preferred to marry men who were educated. 
Much more than physical appearance, most of them stressed on compatibility and 
understanding as important elements in a marital relationship. They felt that a man should 
respect women and be loyal to his family. He should be fun-loving, help in the housework 
and take care of children. Most of the women in this group preferred to marry men, who 
were employed outside their village, as this would give them a chance to see and explore 


other places. 


Participants shared that a single woman can live with a married man as a partner. However, 
she has to stay separately and is not given the same status as a wife. Another practice is that 
of non-tribals (particularly men) having sexual relationships with tribal women Thus, sexual 
involvement other than marital relationship is common for men. 

Despite such practices the participants strongly believed that marriage was the only option 
available to them, since it gave them a certain status and standing in their own society. The 
very fact that a single woman has a low standing in this society reflects that women have a 
status only in relation to a male member to whom she is either connected though kinship or 
through marriage. 


a erg serra Tea ace 


Sexual abuse: "I hated those comments" 


The participants revealed many instances of incest and forced sexual relations within the 
family. The fact that the maternal uncle or the cousin is perceived as having sexual rights 
over the girl makes her vulnerable to abuse. Most of the women admitted to experiences of 
sexual abuse at the hands of their uncles, cousins or brothers-in-law. 


“| was 9 years old when | first faced incest. My cousin tried to tease me, pinch my buttocks. | 
used to hide from him. | complained to my mother but my mother was very casual about it. 
Moreover, she told me that he has every right to do so.” 
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"My cousin used to tease me by saying that | was his property and he is the one who is going to 
marry me. Sometimes he tried to abuse me physically. He was much older to me and was 
already married. | told him many times that | hated his comments and actions." 


One participant was very young when she got married to her uncle who was much older. 
She had not even started menstruating and was too young and afraid of the sexual act. This 
fear remained with her for many years. 


The women felt that young girls are vulnerable and this gives men the power to abuse them. 
Moreover there is tremendous fear and hesitation in discussing these issues. Even if they try 
to speak against the abuse, they are either accused of provoking it or their voices are 
silenced. There is no space for girls to share their problems. Sexual abuse continues, as long 
as men are confident that those they abuse will not or cannot speak about it. The silence 
around sexuality and existing social norms ensure that those in a position of power and 
control exercise it to abuse the one who is most vulnerable. The need of the hour is to shatter 
the silence against sexuality and sexual abuse in Indian homes and centuries of denial and 
disinclination to speak about these issues needs to be questioned. It is only then that 
sexuality can be addressed in a positive way. 
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Physical changes in adolescents 


growth of testes and penis 

muscles development 

growth of hair in pubic area, armpits, chest 
profile becomes straighter, jaws prominent 
pimples, acne on face 

development of beard/mustache (meesa kattu) 
rapid growth in height 

broader shoulders, narrow hips, 

long legs relative to the trunk length 


@ broadening of pelvis 

e growth of breasts 

growth of hair in pubic area , armpits 
increased fat deposits on hips/breasts 
pimples, acne on face 


deepening of voice 

increase in height and weight 
narrow shoulders, broader hips 
short legs relative to the trunk length 
fuller lips and cheeks voice breaks 

vaginal discharge and menstruation sperm production increases, accompanied by 
sar : a wet dreams 


@eeeee#s#8es#*® 
@®eeoeeee#eee??s *# 


There were some differences between the list of changes in women and men. The participants commented on 
this. One stark difference was the broader shoulders of in men, narrower hips and longer legs relative to trunk 
length. In contrast, the girls have narrower shoulders, wider hips, and shorter legs relative to trunk length. We 
explained that, in women, during puberty, fat deposits are built up at certain sites such as hips and breasts. Men 
have less fat deposits and look more muscular. Before puberty, there is no substantial difference in the muscular 
strength of boys and girls. Facial appearance is also altered by the recession of the hairline, which occurs in all 
males and females but is more distinct in boys. The lips become fuller in both sexes. The girls start growing 
earlier as compared to boys. The growth begins at the age of 9 to 10 and continues till 16. For boys the growth 
begins at the age of 11 or 12 and ends around the age of 17 years. The first visible sign of puberty in a girl is 
the growth of breasts. Then it is the appearance of pubic hair. But sometimes this can precede even the budding 
of breasts. In boys the enlargement of testes is usually the first sign of puberty, along with the deepening of the 
voice. However, sometimes the appearance of the MOUSSE: is ee ie ne 


Emotional and behavioral experiences 


attraction towards girls : feelings of “shyness” 
in some men when they meet girls | 


irritation due to changes in their voice. Most 


of them never liked their cracked voices 
feelings of anxiety if they do not develop 
moustache and beard 


‘anger and irritation at teasing by friends and 


family members 

fear and trauma related to abuse 

desire to imitate film heroes, and wanting a 
‘macho’ image; combing hair straight back in 


different styles 
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feelings of revolt and rebellion to suggestions 
by parents 

preoccupation with appearance: looking into 
the mirror constantly, checking to see ay there 
is more powder on the face 


» anxiety and confusion around menstruation 
. excitement, anxiety, and sometimes hatred 


towards changes in body 

attraction towards opposite sex, feelings of 
‘shyness’ when meeting boys 

fear of teasing, abuse, molestation 
desire to imitate the hair styles of popular film 
heroines 


increased interest in appearance: decorating 
hair with flowers, wearing saris 

looking into the mirror constantly 

irritation if elders control them, and with 
restrictions placed on them 


To Be Continued... 


Tolakari - a Beginning, is only the beginning for us. This document includes one part of the 
training process. | 


The remaining processes and experiences are being documented in a second volume that 


will follow shortly. 


The Sama Team 
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Glossary 


Acquired Immune Deficiency Syndrome 
Antenatal Care 

Auxiliary Nurse Midwife 

Acute Respiratory Infection 

Anganwadi Workers 


Cost Benefit Analysis 

Centre for Environment and Development 
Community Health Centre 

Community Need Assessment 

Civil Supplies 

Civil Supplies Officer 

Copper T 


Drug Distribution Centre 
Disposable Dai Kit 
Diptheira, Pertussis, Tetanus 


Development of Women and Children in Rural Areas 


Essential Commodities Corporations 
Expected Date of Delivery 

Environmental Impact Asssessments 
Economic, Social and Cultural rights 


Food Corporation of India 
Focused Group Discussion 
First Referral Unit 


Girijana Deepika 

Gross Domestic Product 

Girijana Co-operative Corporation 
Government Of India 


Haemoglobin 
Human Immunodeficiency Virus 
Health Worker Male 


Integrated Child Development Services 
Infant Mortality Rate 

International Institute of Population Sciences 
International Monetary Fund 
Intrauterine Device 

Last Menstrual Period 

Lower Segment Caesarean Section 


MCH 

MFP 

MLV 

MO 

MMR 

MR Syringe 
MTP 


NDWM 
NIHEW 
NIN 
NFHS 
NGOs 
NMEP 
NNMP 
NNT 
NWP 


OCP 
OPV 
ORS 


PDS 

PHC 

PLA 

PRA 
RCH 
REFLECT 


RMP 
RTI 


WTO 
WHO 


Maternal and Child Health 
Minor Forest Produce 


- Malaria Link Volunteer 


Medical Officer 

Maternal Mortality Rate 
Menstrual Regulation Syringe 
Medical Termination of Pregnancy 


National Drinking Water Mission 

National Institute of Health and Family Welfare 
National Institute of Nutrition 

National Family Health Survey 
Non-Governmental Organisations 

National Malaria Eradication Programme 
National Nutrition Monitoring Bureau 
Neonatal Tetanus 

National Water Policy 


Oral Contraceptive Pills 
Oral Polio Vaccine 
Oral Rehydration Salt 


Public Distribution System 
Primary Health Centre 
Participatory Learning for Action 
Participatory Rural Appraisal 


Reproductive and Child Health 


Regenerated Freirian Literacy through Empowering Community 
Techniques | 

Registered Medical Practitioner 

Reproductive Tract Infections 


Structural Adjustment Programme 
Sexually Transmitted Diseases 
Sexually Transmitted Infections 


Tuberculosis 
Traditional Birth Attendant 


Ultra Sonography 
Urinary Tract Infection 


World Bank 


World Trade Organization 
World Health Organization 
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Sore believes in ehonting all forms of discrimination and emphasises on equality, 
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